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IMPROVING ON NATURE 


One of nature’s most abundant gifts, oil 
is of more value to man because he has 
processed it to meet his specific require- 
ments. In the treatment of hypothyroidism, 
Proloid, the only improved but complete 
thyroglobulin, offers similar evidence of 
man’s ingenuity in improving on nature. 


An exclusive double assay assures unvary- 
ing potency and a uniform clinical response 
from prescription to prescription. To re- 
store patients to a euthyroid state—safely 
and smoothly—specify Proloid. Three grains 
of Proloid daily is the average dosage for 
patients with mild forms of hypothyroidism. 
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INFORMATION FOR CONTRIBUTORS 


Tue JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIATION is the of- 
ficial scientific publication of the American Osteopathic Association. 
Articles are accepted with the understanding that they have not been 
published or accepted for publication elsewhere. 


Manuscripts 
1. Manuscripts should be typed in triplicate, the original and carbon 
sent to THe JouRNAL, and one carbon kept by the author. All copy, 
including quotations, footnotes, tables, references, and legends for fig- 
ures, should be double-spaced, with ample margins. 


2. References are required for all material derived from the work of 
others, whether or not author’s names are mentioned. Reference num- 
bers should be assigned in order of reference in the article. Each ref- 
erence must include the name of the author and the full title of the 
article or book. For periodicals, the name, volume number, complete 
date, and inclusive paging of the article are required. For books, the 
edition, the name and location of the publisher, and the year of publi- 
cation are required. Exact page numbers must be given for all direct 
quotations. 


3. The author’s degrees and teaching affiliations should be given. 
4. The article should end with a prehensive Ye 
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Illustrations 


1. Photographs should be unmounted, untrimmed, glossy prints. 

2. Figure charts, tables which are to be engraved, and lettering on 
prints should be in black (India) ink on good quality white paper. 
Lettering must be large enough to be read when reduced. 

3. Original roentgenograms or slides can be used for reproduction, but 
direct-contact glossy prints from originals are preferable. 

4. All illustrations must be numbered and the top indicated. 

5. Good illustrations enhance the value of articles, and contributors 
are encouraged to submit illustrative material with manuscripts. 

6. When illustrations which have app d elsewh are submitted, 
full information should be given about previous publication, whether or 
not permission has been obtained, and credit to be given. 


Copies of the Journal 
1. Three copies of THE JouRNAL containing his article will be sent to 
the author on request. 


Reprints 
1. Information for ordering reprints is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, PLEASE WRITE THE EDITOR 
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griseofulvin 


In tinea capitis 


mn 


on 
but Before Futvicin: Tinea capitis (Microsporum After Fuivicin: Normal, new hair growth after 6 
audouini) in a 7-year-old boy. weeks of oral therapy. 
Photos courtesy of M. M. Nierman, M.D., Calumet City, Il. 
ors Lesions clear, cultures become negative in 
* tinea corporis: 4 to 5 weeks' onychomycosis: 4 to 6 months’ 
tinea cruris: 4 to 6 weeks’ tinea pedis: 6 to 8 weeks' 


ai first oral fungistat to penetrate keratin from the inside ... acts to check invading ring- 
worm fungi (Microsporum, Trichophyton, Epidermophyton)...usually well tolerated, 


side effects rare in therapeutic doses. 
For complete information about dosage, indications and precautions consult Schering 


Statement of Directions. 
Packaging: Futvicin Tablets, 250 mg., bottles of 30 and 100. 
1. Robinson, H. M., Jr., et al.: Griseofulvin, Clinical and Experimental Studies, AM.A. Arch. 


Dermat., in press. 
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KEEP UP-TO-DATE WITH SAUNDERS BOOKS 


This practical manual of office surgery offers superb guidance 
to physicians in their management of surgical conditions which 
can be diagnosed and treated in a doctor’s office, in the pa- 
tient’s home or in an outpatient clinic. For each disorder dis- 
cussed you'll find brief remarks on etiology, pathology and 
examination, followed by specific instructions for treatment. 
Disorders covered range from sebaceous cysts to prolapse of 
the rectum. 


This New (8th) Edition is extensively revised and completely 
up-to-date. Three brand new chapters have been added on: 
Injuries of the Hand—Diseases of the Breast—Physical Treat- 
ment in Minor Surgery. In addition, important new material 
has been added throughout the book. This includes: hexa- 
chlorophene antisepsis for office surgery—new methods of 
bandaging, particularly for minor scalp wounds—use of Fluo- 
thane, potent new gaseous anesthetic—technique of removal 
of subungual glomus—office management of trigeminal neu- 
ralgia—technique of aspirating mammary cysts—treatment of 
alveolar abscess or gum boil. 


New (8th) Edition! 
Ochsner & DeBakey 
CHRISTOPHER'S MINOR SURGERY 


An up-to-date and practical manual 
of office surgery 


By 24 Authorities. Edited by ALTON OCHSNER, M.D., F.A.C.S., Professor of 
Clinical Surgery, Tulane University School of Medicine; and MICHAEL Rk. 
DEBAKEY, M.D., f#.A.C.S., Professor of Surgery and Chairman of the Depart. 
ment of Surgery, Baylor University College of Medicine. 539 pages, 614”x10", 
with 347 illustrations. $10.50. New (8th) Edition! 


National Research Council 
HANDBOOK OF CIRCULATION 


An outstanding source 
of data on circulation 


Analyzed and compiled by PHILIP L. ALTMAN. Edited by DOROTHY S. 
DITTMER and RUDOLPH M. GREBE. Prepared under the direction of the 
Committee on the Handbook of Biological Data, Division of Biology and Agri- 
culture, National Academy of Sciences, National Research Council. 393 pages, 
$7.50 


All physicians having an inquiring interest in_ circulatory 
functions and disorders will appreciate the detailed material 
in this book. More than 300 eminent contributors have sup- 
plied data. The information is well organized in tables, graphs, 
diagrams, etc. 


The broad areas covered include: cardiac output; blood pres- 
sure; chemical composition and physical properties of heart 
and great vessels; blood volumes; the electrocardiogram; 
heart sounds and murmurs; blood coagulants and anticoagu- 
lants; effects of pregnancy, radiation, drugs, and pathologic 
conditions on circulation. A few of the specific topics dis- 
cussed are: heart weight at various ages in man—cardiovas- 
cular and pulmonary reflexes: in Is—cardiac ti 
vs. age in man—heart rate in vertebrates and invertebrates— 
characteristics of functional heart murmurs in man—pulse 
characteristics in man. 


Explanatory notes preface most sections and contain important 
information on: abbreviations, definitions, units, methods, etc. 


When your patient indicates by word or look that he doesn’t 
understand what you have told him about his illness—then use 
this practical and colorful atlas, with its nearly 100 graphic 
pictures and diagrams, to show him. 


Its sole function is to aid you in explaining to the patient 
such matters as the location of a lesion —how diverticulitis 
occurs—why he should stick to some prescribed regimen— 
how emotions influence the digestion—exactly where his para- 
nasal sinuses are located, etc. 


The atlas is not intended to be used by the patient alone, but 
always in conjunction with the physician’s explanation. Each 
section is introduced by brief explanatory text. Physicians who 
employ this atlas in their practice will enjoy four distinct 
benefits: (1) it adds the authority of the printed page to your 
own explanation; (2) it demonstrates your interest in your 
patient; (3) it shortens explanation time; (4) it helps the ac- 
curacy of your explanation. 


W. B. SAUNDERS COMPANY West Washington Square, Phila. 5, Pa. 


| Please send and charge my account: 


lb Ochsner & DeBakey—Minor Surgery..$10.50 Dowling & Jones—Patient May Know... .$7.50 | 


Handbook of Circulation 


Dowling & Jones 
THAT THE PATIENT MAY KNOW 


Helps you explain disease processes 
the patient 


By HARRY F. DOWLING, M.D., Sc.D., Professor of 
Medicine, University of Illinois; and TOM JONES, 
B.F.A., Professor of Medical Illustration Emeritus, Uni- 
versity of Illinois. 139 pages, 734”x1014”, illustrated. 
$7.50. 
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The first specific aldosterone-blocking agent... 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


‘CONGESTIVE. HEART FAILURE - HEPATIC CIRRHOSIS 
THE’ NEPHROTIC SYNDROME IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 


edema or ascites, including edema resistant or un- : ~ 


responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. " 


What Physicians May Expect of Aldactone 

It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 


- istered for at least four or five days before apprais- 


ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6. bp. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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For your patient 
who complains of 


Excessive 


Based upon the remarkable results obtained T A B L E T S 


with ILOPAN (parenteral pantothenyl alco- 
hol, W-T, for the management of post-opera- 
tive distention due to flatus and feces), an oral 
form is now made available for ambulatory COMPOTION: 
patients—ILOPAN-CHOLINE Tablets. alcohol) mg... choline 
choline has been added as a precursor to all- Gas retention in 
important acetylcholine. the atonic gastrointestinal tract of 


ambulatory patients, geriatric di- 
Clinical results with ILOPAN-CHOLINE problems complicated by 
Tablets in ambulatory patients, ages 20*to 80 SOSAGE: Two tablets three times 
years, have been surprisingly excellent .. . 90% | 
effective according to three independent and 


ee ° HOW SUPPLIED: Bottles of 100 
separate clinical evaluations. and 500. 


WARREN 


==F= THE WARREN-TEED PRODUCTS COMPANY 
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COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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Modernize without capital outlay . 
on the G-E Maxiservice® x-ray rental plan 


Think of renting x-ray equipment as 
conveniently as you subscribe for 
telephone service! Exclusive Maxi- 
service rental plan offers all new-model 
G-E x-ray units . . . takes no capital 
from your savings. Makes it worry- 
free to “go modern” in x-ray and 
always stay that way. See your G-E 
x-ray representative for details. Or 
clip coupon below for our descriptive 
booklet. 


Progress ls Our Most Important Product 
GENERAL @@ ELECTRIC 
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. @ Freedom to add or replace 


All this for one monthly fee — 


@ Modern x-ray equipment, free of obsolescence 
worries 


@ Comprehensive coverage: periodic inspection, 
maintenance, tubes, parts, emergency repairs 


equipment as improve- 
ments appear 


@ Full property insurance 
on equipment — in 
case of accidental 
damage or loss, 

G.E. repairs or 
replaces equipment 


@ Local property taxes 
paid in full 


X-RAY DEPARTMENT 


GENERAL ELECTRIC CO. 
Milwaukee 1, Wi: in, Room R-2! 


Send your 12-page MAXISERVICE booklet to: 


Add: 
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:-BETTER RESULTS THAN: EVER BEFORE...” 


OTITIS EXTERNA 


AND CHRONIC OTITIS MEDIA WITH 


OTOBIOTIC 


ANTIBIOTIC / ANTIFUNGAL EAR DROPS 


3.5 mg. neomycin (from ic / and 50 mg. sodium propionate per cc.— in 15 cc. dropper bottles. 
*Lawson, G. W:: Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22:501, (Nov.) 1957. 


AN OTIC SPECIALTY OF WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 5 
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DOES YOUR PRESENT ANTICHOLINER IC RE 


The test — you might say the acid test — of an anticholinergic is simple: will it protect your 
patient from hyperacidity around the clock, even while he sleeps. The weakness of t.i.d. or 
q.i.d. preparations is well recognized; but even some “b.i.d.” encapsulations may be unre- 
liable. McHardy, for instance, found a “widely variable duration of action, definitely less than 
that anticipated” in the “sustained,” “delayed,” and “gradual release” anticholinergics 
he studied.’ 


COMPARE THE DATA ON ENARAX...the new combination of an inherently long-acting anti- 
cholinergic (oxyphencyclimine) and Atarax, the non-secretory tranquilizer. Note the effective- 
ness of oxyphencyclimine: 


OBSERVE THE OXYPHENCYCLIMINE REPORTS... 
McHardy: “[{Oxyphencyclimine] has proved to be an excellent sustained-action anticholin- 
ergic in our study of this agent over a period of eighteen months.” 


Kemp: “...for the majority of patients, one tablet every 12 hours provided adequate 
control. This characteristic long action... may constitute an advantage of this 
drug as compared to coated ‘long-acting’ preparations of other compounds.” 


Add Atarax to this 12-hour anticholinergic. The resulting combination—ENARAX—now gives 
relief from emotional stress, in addition to a reduction of spasm and acid. Atarax does not 
stimulate gastric secretion. No serious adverse clinical reaction has ever been documented 
with Atarax. 


LOOK AT THE RESULTS WITH ENARAX*”: | 


Does the medication you now prescribe assure you of all these benefits? If not, why not put 
your next patient with peptic ulcer or G.I. dysfunction on therapy that does. 


(oxyphencyclimine plus ATARAX®) A SENTRY FOR THE G.I. TRACT 


A-10 


MIDNIGHT 


“Prolonged periods of achlorhydria” after 10 mg. oxyphencyclimine q. 12 h.’ 


MEAN GRAPH OF GASTRIC ACIDITY IN 4 PATIENTS RECEIVING 
COMPLETE THERAPEUTIC REGIMEN + 24-HOUR STUDY 


80 -——~ tincture of belladonna q.6,h. 
10 mg. oxyphencyclimine q.12 h. 
= 70 
5 60 
= 
504 
z woh 
2 4 € 3 10 12 14 16 18 20 22 24 


Time, in hours 


Clinical Diagnosis: Peptic Ulcer—Gastritis— Gastroenter- 
itis—Colitis—Functional Bowel Syndrome—Duodenitis — 
Hiatus Hernia (symptomatic)—Irritable Bowel Syndrome— 
Pylorospasm—Cardiospasm—Biliary Tract Dysfunctions— 
and Dysmenorrhea. 


Clinical Results: Clinically effective in 92% of cases. 


As for Safety: “Side reactions were uncommon, usually 
no more than dryness of the mouth.... 


Each ENARAX tablet contains: 


Hydroxyzine (ATARAX®) 00006 25 me. 


Dosage: One-half to one tablet twice daily — preferably in the morning and 
before retiring. The maintenance dose should be adjus usted na ay ig to 
therapeutic re: se. Use with caution in patients ae prostatic nyper. 
trophy, and with ophthalmological supervision only in glaucoma. 


Supplied: in bottles of 60 black-and-white scored tablets. 


References: 1. McHa al: J. Loulsione M. Sec. 111:290 (Aug.) New York 17, N. Y. 
r 1959. 2. Steigmann, F.: County H ital, Cnleage, Division, Chas. Pfizer & Co., Inc. 
lilinois, in press. 3. A.: Antibiotic & Clin Science for the World's 


fSeet) 1959. 4. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 5. 
rig Medical 1 Departmen: int "files. 
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prompt symptomatic relief plus defense against secondary invaders 


therapeutic actions: 
$ SECONDARY BACTERIAL INFECTIONS 


405 mg per capstie), the low sulfonamide, avoids 
a ch may complicate the common cold 

FEVER AND RELIEVES HEADACHE 

af igyretic, N-acetyl-p-eminophenol (120 mg)... consic lered 


ite of acetophenetidin ... reduces fever, relieves head- 
d other discomforts associated with acute respiratory 


mapRicroint 
ROCHE? 


Tartrate brand of pheme sdaming tartfate 


RELIEVES ALLERGY-LIME CONGESTIONS 
An antihistamine, Thephorin tartrate (omg) with low incidence of 


side effects, relieves not only allergy-like congestion but also the sneez-. = 


ing and lactimation which so often accompany respiratory infections 


ALLAYS DROWSINESS AND FATIGUE 


A direct-acting physiological stimulant, caffeine (30 mg) helps combat 
the “dragged out’ feeling of the with a common. cold 


RA 


| Division of Hofimann-La Roche 
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- effective control - minimal disturbance 
of inflammatory = of the patient's 
and _s chemical and psychic 
allergic symptoms” balance” 


| Substantiated by published reports of leading clinicians: 
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At anti-inflammatory and antiallergic dosage levels, 


ARISTOCORT means: 


freedom from salt and water retention 


virtual freedom from potassium depletion 


negligible calcium depletion 
¢ euphoria and depression rare 


no voracious appetite—no excessive weight gain 


« low incidence of peptic ulcer 


* low incidence of osteoporosis with compression fracture 


Precautions: All traditional precautions to-eorticosteroid therapy apply. Dosage 
should be adjusted to the smallest amount needed to suppress symptoms. 

Supplied: Scored tablets of 1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white) ; and 
16 mg. (white). Diacetate Parenteral (for intracynovial and intra-articular injec- 
tion). Vials of 5 cc. (25 mg./ce.); Diacetate Syrup, bottles of 4 fl. oz. (2.:mg. per 5 cc,). 
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faster 
healing 
at any location 


CHYMAR 


Buccal; Aqueous; Oil 


i 


superior anti-inflammatory enzyme 


controls inflammation, 
swelling and pain 


Chymar averts or rapidly reduces 
objective and subjective signs of inflam- 
mation of all types. It dissipates edema 
and hematoma, improves local circulation, 
reduces pain and accelerates healing. Side 
’ effects that have been observed with 
steroid-type anti-inflammatory agents 
do not occur with Chymar. 


thrombophlebitis pelvic inflammatory 
cellulitis “disease 
asthma biopsies 
bronchitis ulcerations 
sinusitis peptic ulcers ~ 
burns dermatoses 
bruises conjunctivitis 
sprains uveitis 
fractures 


CHYMAR Buccal Crystallized chymotrypsin in a tablet 
formulated for buccal absorption. Bottles of 24 
tablets. Enzymatic activity, 10,000 Armour Units 
per tablet. 


CHYMAR Aqueous Solution of crystallized chymotryp- 
sin in sodium chloride injection for intramuscular 
use. Vials of 5 cc. Enzymatic activity, 5000 Armour 
‘Units per cc. 


CHYMAR Suspension of crystallized chymotrypsin in oil 
for intramuscular injection. Vials of 5 cc. Enzy- 
matic activity, 5000 Armour Units per cc. 


| ARMOUR PHARMACEUTICAL COMPANY . xankakee, ILLINOIS A 
Armour Means Protection 


NEW AND EXCLUSIVE 


TRANQUILIZATION 


MILTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


HIGHER POTENCY 


FOR GREATER CONVENIENCE 
-erelieves both mental and muscular tension 
without causing depression 
~: @ does not impair mental efficiency, motor 
ts control, or normal behavior 


a Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: a each blue capsule contains 
400 mg. Miltown (meprobamate) 

il Mepfrospan-200, each yellow capsule contains 

2 200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


WALLACE LABORATORIES, Naw Brunswick, N. J. 


CME-8426 
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The first synthetic penicillin 
available 
for general clinical use 


FOR YOUR NEXT PATIENT WHERE PENICILLIN IS INDICATED 4 


BLOOD LEVELS ORAL ROUTE IMPROVED 
TWICE AS HIGH PROVIDES HIGHER - ANTIBIOTIC 
AS WITH BLOOD LEVELS THAN ACTION FROM 
POTASSIUM INTRAMUSCULAR ISOMERIC 


PENICILLIN PENICILLIN. G COMPLEMENTARITY 


4 


TED, CONSIDER THESE 6 IMPORTANT UTE C TS OF 


%. 


POTASSIUM PENICILLIN-152 


ANTIBIOTIC REDUCED MANY STAPH 

: ACTIVITY RATE OF STRAINS MORE 
DIRECTLY INACTIVATION SENSITIVE TO 
PROPORTIONAL BY STAPH SYNCILLIN 


ne TO ORAL DOSE PENICILLINASE IN VITRO 
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BRISTOL 


FOR HIGHLY EFFECTIVE THERAPY 
OF THE LARGE VARIETY OF INFECTIONS 
CAUSED BY SUSCEPTIBLE PATHOGENS...NEW 


Significance of The antibiotic effect of the clinically available mixture, 
complementary | SYNCILLIN, is greater than that of either of its two com- 
aclion of isomers ponent isomers alone against many important patho- 
in SYNCILLIN _ gens, including some penicillin-resistant staphylococci. 
This phenomenon has been described as Jsomeric 

Complementarity. 


Significance of Higher blood levels may be of value with organisms of 
higher blood only moderate penicillin sensitivity where doubling the 
levels with blood concentration may be essential for effective bac- 
SYNCI/LLIN _ tericidal action. In addition, these higher levels may be 
necessary where there is infection in areas with a poor 

blood supply.® Under these circumstances a higher blood 


concentration may provide the increased diffusion pres- 


sure required to deliver adequate amounts to the tissue. 
Also, antibiotic activity of SYNCILLIN is directly pro- 
portional to oral dosage. Increasing the dosage may, 
therefore, enhance the drug’s effectiveness in certain 
cases. 


Efficacy of Stadies have shown that SYNCILLIN is effective in vitro 

SYNC/LLIN against 60 to 75% of-hospital “staph” strains, while 

against staphylococci penicillin G and penicillin V are now effective against 

and other only 30 to 50%.":? Therefore, if clinical judgment indi- 

resistant organisims cates the use of penicillin, sYNCILLIN would be expected 

to be the most effective. However, since some strains are 

still resistant to SYNCILLIN as well as to the other peni- 

cillins, cultures and sensitivity tests should be per- 
formed where indicated by clinical judgment. 


There have recently been reports of decreased efficacy 


4 
of penicillin in streptococcal* and gonococcal*® infec- 
250 tions. The emergence of penicillin-resistant gonococci 
appears to be associated with an increase in the inci- 
| 


dence of gonorrhea all over the world. When a less 


4: Tab, 7 TAD sensitive strain is encountered the higher blood levels 
produced by SYNCILLIN may be most helpful. 


major therapeutic advantages accompany molecular asymmetry 
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SYNC 


Relation of 


inlermiltent 
high blood levels 
of SYNCILLIN 
lo antibacterial 
efficacy 


Reduced rate of 


inactivation 
of SYNCILLIN 
hy staph 
penicillinase 


SYNCILLIN, like all clinically available penicillins, is 
bactericidal. Periodic high blood concentrations are 
sufficient to permit complete eradication of sensitive 


pathogens. Continuous high blood levels are not required 
with SYNCILLIN. According to Eagle,’ “Soon after 
penicillin attains effective concentrations, the bacteria 
cease multiplying; and the bacteriostatic effect persists 
for a number of hours after penicillin has fallen to con- 
centrations that are wholly ineffective .... The thera- 
peutic significance of this postpenicillin recovery period 
is enhanced by the fact that the recovering bacteria, 
damaged but not killed by the previous exposure to 
penicillin, are abnormally susceptible to the host 
defenses. In consequence, the bactericidal process in 
vivo continues for many hours after the drug itself has 
fallen to ineffective concentrations.” 


Bacterial resistance to penicillin has been attributed to 
the action of penicillin-inactivating enzymes produced 
by the invading organisms. SYNCILLIN is less affected 
by staphylococcal penicillinase than either of its com- 
ponent isomers. Further, SYNCILLIN is shown to be less 
inactivated by this enzyme than penicillin V and peni- 
cillin G. Penicillinase from B. cereus likewise inacti- 
vates SYNCILLIN less rapidly than penicillins V and G. 
But this would not impede the therapeutic use of this 
penicillinase in allergic reactions. This is because the 
massive dosage with which this enzyme is administered 
would effectively destroy SYNCILLIN in the body. 


References: 1. Wright, W. W.: Microbiology Report to Bristol Laboratories 
Inc. 2. Kligman, A.; Morigi, E. M. E.; Wheatley, W. B., and Albright, H.: 
Paper presented at the Seventh Antibiotic Symposium, November 4-6, Wash- 
ington, D.C. 3. Editorial: New England J. Med. 261:305 (Aug. 6) 1959. 
4. King, A.: Lancet 1:651 (March 29) 1958. 5. Epstein, E.: J.A.M.A. 
169:1055 (March 7) 1959. 6. Kass, E. H.: Am. J. Med. 18:764 (May) 
1955. 7. Eagle, H.: J. Bact. 58:475, 1949. 


Indications: SYNCILLINis recommended 
in the treatment of infections caused by 
pneumococci, streptococci, gonococci, 
corynebacteria, and penicillin-sensitive 
staphylococci. In addition, SYNCILLIN 

is effective against certain strains of 
staphylococci resistant to other 
penicillins, 

SYNCILLIN, like other oral penicillins, is 
not recommended at the present time 

in deep-seated or chronic infections, 
subacute bacterial endocarditis, 
meningitis, or syphilis. 

Dosage: 125 mg. or 250 mg. three times 
daily, depending on the severity of 
infection. Larger doses (e.g., 500 mg. 
t.i.d.) may be used for more severe 
infections. SYNCILLIN may be 
administered without regard to meals. 
Beta hemolytic streptococcal infections: 
should be treated with SYNCILLIN 

for at least ten days. 


Precautions: At the present time 

it is not possible to draw definite 
conclusions regarding the incidence of 
allergenicity to SYNCILLIN or its 
cross-allergenicity with natural 
penicillins. Therefore, the usual 
precautions for oral penicillin therapy 
should always be observed. Patients with 
histories of asthma, hay fever, urticaria, 
or previous reactions to penicillin should 
be watched with special care. Adminis- 
tration of oral penicillin, in rare instances, 
may provoke acute anaphylaxis, 
particularly in penicillin-sensitive 
individuals. 

Diarrhea has been reported occasionally 
following heavy dosage. If this occurs, 
lengthen the interval between dosages. 

If superinfection occurs during therapy, 
appropriate measures should be taken. 
Since some strains of staphylococci are 
resistant to SYNCILLIN as well as to other 
penicillins, cultures and sensitivity tests 
should be performed where indicated 

by clinical judgment. As is true with all 
antibiotics, clinical response does not 
always correlate with laboratory 
bacterial sensitivity reports. 

Supply : 125 and 250 mg. tablets, 


bottles of 25 and 100. 125 mg. powder 
for oral solution, 60 ml. vials. 


BRISTOL LABORATORIES, Division of Bristol-Myers Company, SYRACUSE, NEW YORK 
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are the answer When you prescribe 


when your allergic patient is POLARAMINE. REPETABS (or 
suffering with the old familiar signs: | any form of POLARAMINE), you can con- 
rhinorrhea, sneezing, lacrimation and __ trol the discomfort of seasonal and non- 
irritated, inflamed and congested mu- __ seasonal allergies, allergic complications 
cous membranes of the respiratory tract. | of respiratory illnesses, allergic derma- 
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-Polaramine— 
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toses, and drug and serum reactions. POLARAMINE is the antt- 
histaminic which controls allergic reactions by effectively 
antagonizing the effects of histamine at therapeutic doses 
lower than those necessary with other available antihistamines. 
Histamine is present in those body areas exposed to contact 
with the external environment: the skin, the upper gastroin- 
testinal tract and the respiratory tree. For this very reason, if 
your patient develops a cold or illness with allergic complica- 
tions, his symptoms are particularly troublesome. When an 
antigen provokes an antibody response, histamine is released, 
and the familiar symptoms of allergy follow. However, 
POLARAMINE can effectively control allergic symptoms. 
POLARAMINE REPETABS (4 mg. and 6 mg. dosage forms for 
your patients’ convenience) and POLARAMINE Tablets (2 
mg.) are of unrivaled effectiveness and safety at doses lower 
than other antihistamines. Summarizing treatment of a recent 
group of 100 allergic patients, Babcock and Packard state 
that PoLARAMINE REPETABS were “especially effective in 
patients who presented sudden, acute allergy symptoms.” 
Remember, too, that POLARAMINE Syrup (yes, it tastes good!) 
is very helpful in dealing with the young allergic patient or 
those preferring liquid medication. 
Dosage: REPETABS, 6 mg. and 4 mg.—One REPETAB in the 
morning and one REPETAB in the evening. Tablets, 2 mg.—one 
t.i.d. or q.i.d.; children under 12, one-half tablet t.i.d. or q.i.d.; 
infants, one-quarter tablet t.i.d. or q.i.d. Syrup, 2 mg. per 5 cc. 
—Adults, one teaspoonful t.i.d. or q.i.d.; children under 12, 
one-half teaspoonful t.i.d. or q.i.d.; infants, one-quarter tea- 
spoonful t.i.d. or q.i.d. 
Supply: POLARAMINE REPETABS, 6 mg., bottles of 100 and 
1000; 4 mg., bottles of 100 and 1000. Tablets, 2 mg., bottles of 
100 and 1000. Syrup, 2 mg. per 5 cc., 16 oz. bottles. 
1. Babcock, G., Jr., and Packard, L. A.: Clin. Med. 6:985 (June) 1959. 


SCHERING CORPORATION 


POLARAMINE® Maleate, brand of dexchlorpheniramine maleate. REPETABS,® Repeat Action Tablets. £N1498-0 
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in psychophysiologic disorders 


Compazine’ relieves emotional stress 


brand of prochlorperazine 


in tension headache 


‘Compazine’ promptly relieves the tension and 
the pain in most patients. And “‘Compazine’ 
therapy is remarkably free from drowsiness 
and depressing effects. Thus, there is little like- 
lihood of patients losing time from work. 


For convenient daylong (or nightlong) effect 
with a single oral dose, prescribe ‘Compazine’ 
Spansule capsules. 


in premenstrual tension 


‘Compazine’ combats feelings of nervousness 
and fatigue and helps restore emotional sta- 
bility. By controlling the irritability that often 
exacerbates somatic discomfort, “Compazine’ 
treatment often leads promptly to cheerful, 
outgoing behavior. 


, 
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¢ 


side effects are infrequent, usually mild and transitory: ‘Compazine’ is remarkably free from drowsiness and depressing effect. SMITH 


Available: Tablets, Spansule™ sustained release capsules, Ampuls, Multiple-dose Vials, Syrup and Suppositories. ove 


“$$ | allays somatic symptoms 


in cardiac patients : in the menopause 
POUsmess ‘Compazine’ reduces the impact of emotional ‘Compazine’ relieves anxiety, tension and re- 
nal sta- stress—telieves fear and apprehension. Also, ~ lated depression. Your patient may “feel like 
at often many “heart worriers” on ‘Compazine’ are her old self,” eat better and sleep better, and 
Lpazine’ protected against the emotional stress that may regain a normal level of interests and activities. 
heerful, exacerbate cardiac pains or palpitations; and, Furthermore, in many cases the requirement 
with emotional tension dispelled, hypertensive for hormone therapy may be reduced. 


patients often show a lowering of blood pressure. 
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more doctors are 


= more patients are receiving the benefits of- 
= more clinical evidence exists for- 


“Chlorothiazide was given to 16 
patients for a total of 295 patient- 
treatment days.” “Chlorothiazide is 
a safe, oral diuretic with a clinical 
effect equal to or greater than a 
parenteral mercurial.” Harvey, S. D. 
and DeGraff, A. C.: N. Y. State J. 
Med., 59:1769, (May 1) 1959. 


“. .. Our program has been one of 
polypharmacy in which we attempt 
to deplete body sodium with chloro- 
thiazide. This drug is continued in- 
definitely as background medication 
for all antihypertensive drugs.” 
Moyer, J. H.: Am. J. Cardiology, 
3:199, (Feb.) 1959. 


“Chlorothiazide is an-excellent agent 
for relief of swelling and breast sore- 
ness associated with the premen- 
strual tension syndrome, since all 
patients [50] with these complaints 
were completely relieved.” Keyes, 
J. W. and Berlacher, F. J.: J.A.M.A., 
169:109, (Jan. 10) 1959. 


DOSAGE: Edema—One or two 500 mg. tablets 
DIURIL once or twice a day. Hypertension— 
One 250 mg. tablet DIURIL twice a day to 
one 500 mg. tabfet DIURIL three times a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL 
(chlorothiazide) in bottles of 100 and 1,000. 

DIURIL is a trademark of Merck & Co., INC. 

Additional information is available to the physician on request. “ 


in “WT failure in hyper f nsion in preme jal edema 


® 


(CHLOROTHIAZIDE) 


than for all other diuretic-antihypertensives combined! 


in edema of 


na iregnancy 
agent “One hundred patients were treated with “All three of the patients with Laen- “Ina study of 10 patients with the 
sore- oral chlorothiazide.” ‘‘In the presence of nec’s cirrhosis, ascites and edema nephrotic syndrome associated 
men- clinically detectable edema, the agent was had a favorable response, with a mean with various types of renal disease, 
e all universally effective.” ‘Chlorothiazide is weight loss of 8 Ibs., during the five- orally administered chlorothiazide 
aints at present the most effective oral diuretic day treatment period with a slight was a successful, and sometimes 
eyes in pregnancy.” Landesman, R., Olistein, decrease in edema.” Castle, C. N., dramatic, diuretic agent.” Burch, 
MA. R.N. and Quinton, E. J.: N. Y. State J. Conrad, J. K. and Hecht, H. H.: Arch. G. E. and White, M. A., Jr.: Arch. 
‘ Med., 59:66, (Jan. 1) 1959. Int. Med., 103:415, (March) 1959. Int. Med., 103:369, (March) 1959. 


«> MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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In 259 cases of skin and soft tissue infections treated with triacetyl- 
oleandomycin, investigators! report good or excellent results in 95.6 per 
cent. Infections included abscesses, furuncles, carbuncles, cellulitis, 
infected burns, pustular acne, pyodermas, and wound infections. 


Other studies, as well as wide usage, have shown that CYCLAMYCIN is 
also prompt and reliable therapy for respiratory and urinary tract infec- 
tions due to gram-positive pathogens. CYCLAMYCIN has often proved 
effective against staphylococci resistant to other antibiotics. 


Available in both capsule and flavored liquid form, CYCLAMYCIN is 
convenient to administer, readily accepted by patients of all ages. 


a most effective antibiotic for 


skin and 
soft tissue 
infections 


A “workhorse mycin” for common infections. . 


CYCLAMYCIN 


YCIN, WYETH 
TRIACETYLOLEANDOMYC 


Philade ph al, Pa. 


SUPPLIED: Capsules, 125 mg. and 250 mg., vials of 36. Oral suspension, 125 mg. per 5-cc. teaspoonful, bottles 
of 2 fi. oz. 

References: 1. Wennersten, J.R.: Antibiotic Med. 5:527 (Aug.) 1958. 2. Shubin, H., et al.: Antibiotics Annual 
1957-1958, Medical Encyclopedia, Inc., pp. 679-684. 3. Olansky, S., and McCormick, G.E., Jr.: Antibiotics 
Annual 1958- 1959, Medical Encyclopedia, Inc., pp. 265-267. 4. Isenberg, H., and Karelitz, S.: Ibid., pp. 284- 
286. 5. Meliman, WJ, et al.: Ibid., pp. 319-326. 6. Leming, B.H., Jr., et al.: Ibid., pp. 418- 424. 7. Hall, 
W.H., and Albright, J.: In Press, Antibiot. Med. & Clin. Therap. 8. McCrumb, F.R., Jr., and Snyder, M.J.: 

Personal Communication. 
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Essential Aid to the 
Busy Practitioner! 


EQUIPMENT 


NO. 1003 ® 
SUCTION and 
PRESSURE UNIT 


@ Suction, 0” to 25” 
@ Pressure, 0 to 30 Ibs. 
@ Aspirating 
@ Spraying 
Nebulizing 


All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 


gauges and regulator valves insure accurate con- 

trol. Easily-cleaned cabinet is available in hand- innanapreivaplliamen ee 

® baked Gomco Safety Overflow Valve—if suction bottle acci- 

dently becomes flooded, liquid in line automatically 
Corrosion-resistant fittings are chrome-plated. ectuajes a valve which closes to protect pump from 
Cabinet provides ample space for all accessories. damage. 

Motor and pump are rubber-mounted for quiet, ; ACCESSORIES—Silk-covered spray tube with connec- 


tion for spray bottles, suction tubing and five 2-oz. 


vibration-free operation. 
salt-mouth bottles. 


Phone your dealer for a demonstration of the 
Gomco No. 1003 Suction and Pressure Unit. 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N.Y. 
Distributed Outside the U.S.A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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consider the person who provides the care. 


She may not know that these home nursing aids are available 
... mdrug departments everywhere. 


CHIX Adult Cloth Diapers CHIX Cleaners 


Complete protectionforbothambu- ~ Soft, disposable,fabric tis- 
sue. Used wet or dry as an 


ointment applicator, wipe, 
or perineal cleaner. 


CH UX Disposable Underpads 


Large and Extra Large. Facilitate man- 
agement of fluids and fecal discharges _ latory and bedridden incontinents. 


while keeping bed linen clean and dry. 


PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 


fohmonGohmon Company © CM INC., '59 
Send for free booklet “Helpful Home Nursing Hints” 


the 
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Enfamil 


nearer to mother’s milk’ 
in nutritional breadth 
and balance 


Ina well controlled institutional study,? Enfamil 
was thoroughly tested in conjunction with three 
widely used infant formula products. The in- 
vestigators report: = good weight gains = soft 
stool consistency # normal stool frequency 


NEARER to mother’s milk .. . in caloric distribution of protein, fat and 
. carbohydrate ‘ 

NEARER to mother’s milk ... in vitamin pattern (plus more vitamin D added 

in accordance with NRC recommendations) 


NEARER to mother’s milk . .. in osmolar load 


ENFAMIL IS ALMOST IDENTICAL with mother’s milkin... 

e ratio of unsaturated to saturated fatty acids 

e absence of measurable curd tension . .. enhances digestibility 

Enfamil contains oleo and vegetable fats ... does not result in sour 
regurgitation 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.: With the Consultation of the Committee on Maternal and Child 
Poeting of the Food and Nutrition Board, National Research Council: The Composition of Milks, National 

y of Sci National Research Council, Publication 254, Revised 1953. 2. Brown, G. W.; Tuholski, J. M. ; 
rotors L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks in Infant Nutrition, Use of the 
Latin Square Technique. To ‘be published. 


Mead Johnson 


Symbol of service in medicine 
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A FULL RANGE OF DIETARY AND THERAPEUTIC SUPPORT FOR OLDER PATIENTS 
B-Complex Vitamins Hematopoietic Factors Lipotropic Factors 
Thiamine Mononitrate....... 5 mg. Vitamin By with Intrinsic Factor Betaine Hydrochloride) 50 me 
i Pyridoxine Hydrochloride.... 1 mg. Ferrous Sulfate, U.S.P...... 75 mg. Anti-Depressant 
Nicotinamide............... 20 mg. _(Elemental Iron—15 mg.) Desoxyn® H 
Calcium Pantothenate....... mg. Folic 0.25 még. (Methomphetamine mg 
Oil Soluble Vitamins Hormones ; 
Vitamin A..... 1.5 mg. (5000 units) Capillary Stability Sulestrex. 
Vitamin D... 12.5 meg. (500 units) Ascorbic Acid............... 50 mg. (Piperazine Estrone Sulfate, 
10 Int. units Quertine® (Quercetin, Abbott), 12.5 mg. Methyltestosterone.... mg 


i Geriatric Supportive Formula, Abbott 


STREAMLINED INTO THE SMALLEST 


TABLET oF Ts Kind 


ABBOTT 
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0.3m 
25 mg 
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Time 
after 


time... 


PROVES OUTSTANDINGLY EFFECTIVE AGAINST PROBLEM PATHOGENS 


a 


a’? 


IN VITRO SENSITIVITY OF GRAM-POSITIVE COCC! FROM 5,600 CONSECUTIVE CULTURES 
TO CHLOROMYCETIN AND TO THREE OTHER BROAD-SPECTRUM ANTIBIOTICS" 


*Adapted from Leming, B. H., Jr., & Flanigan, C., Jr., in Welch, H., & Marti-Ibanez, F.: Antibiotics Annual 
1958-1959, New York, Medical Encyclopedia, Inc., 1959, p. 414. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias 
have been associated with its administration, it should not be used indiscriminately 
or for minor infections. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or intermittent 
therapy. 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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DEXAMYL* SPANSULE* 


brand of dextro amphetamine and amobarbital 


to improve mood and restore drive in the nervous, depressed patient 


brand of sustained release capsules 


Caldwell and Nowers! state: “The particularly 
desirable results achieved in depressed, tense, 
‘nervous’ women suggest that, for some pa- 
tients, [‘Dexamyl’] may be more appropriate 
than the widely used tranquilizers which create 
an attitude of indifferent calm.’ These investi- 
gators add that ‘Dexamyl’ “seems to enhance 
initiative at the same time that it lessens ten- 
sion, thereby producing a mental attitude 
which enables the patient to face up to and act 
upon her problems.” 


Patients find the ‘Spansule’ capsule form 
especially convenient, because they needn't 
carry medication with them during the day. 
‘Spansule’ capsules also assure fewer forgotten 
doses, since only one capsule taken in the 
morning gives 10- to 12-hour therapeutic effect. 

‘Dexamyl’ Spansule capsules are available in 
two strengths, No. 2 (standard strength) and 
No. 1 (lower strength). 


1. Caldwell, W.G., and Nowers, W.: California Med. 
88:380 (May) 1958. 
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Tussagesic 


for the total 


cold syndrome 
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classic expectorant action. 


#TRADEMARE of Smith-Dorsey, Lincoln, Nebraska 
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TUSSAGESIC TREATS THEtT 


Tussagesic provides Tussagesic provides Dormethan, 
Triaminic®, the leading non-narcotic antitussive with 
oral nasal decongestant . . . “amply demonstrated” action* 
reaches all nasal and paranasal ... depresses the cough reflex 
membranes systemically for as effectively as codeine but 
effective relief in rhinitis, with less likelihood of unpleasant 
rhinorrhea and sinusitis.!23 side actions. 
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Tussagesic provides APAP 
for non-addictive 
analgesia’ and excellent 
antipyretic action‘. . . for 
relief from fever, malaise 
and discomfort associated 
with colds. 


Tussagesic provides terpin 
hydrate, one of the most 
widely-used expectorants, 
contributing to relief and 
recovery by facilitating the 
expulsion of mucus from 
the respiratory tract. 
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for relief from the total cold syndrome... 


timed-release tablets {| palatable suspension 


Each Tussagesic timed-release Tablet 


provides: 

(phenylpropanolamine HCl ....25 mg.; 
pheniramine maleate ...... 12.5 mg.; 
pyrilamine maleate ........ 12.5 mg.) 

(brand of dextromethorphan HBr) 


APAP (N-acetyl-p-aminophenol) . . . 325 


Relief with a single Tussagesic Tablet is 
prompt and prolonged because of this special 
timed-release design: 


first —3 or 4 hours of 
relief from the outer 
layer 

then—8 or 4more hours 
of relief from the core 


Dosage: Adults and children over 12—1 
tablet in the morning, midafternoon and at 
bedtime. Each tablet should be swallowed 
whole to preserve the timed-release action. 


Each tsp. (5 ml.) of Tussagesic Suspension 


provides: . 


Tussagesic Suspension is especially suited 
for children and for adults who prefer liquid 
medication; it is pleasantly flavored, non- 
narcotic and non-alcoholic. 


Dosage (to be taken every 3 or 4 hours): 
Adults and children over 12—1 or 2 tsp.; 
Children 6 to 12—1 tsp.; Children 1 to 6— 
% tsp.; Children under 1 — % tsp. 


References: 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
1958. 2. Farmer, D. F.: Clin. Med. 5:1183, 1958. 3. Lhotka 
F. M.: Il. M. J. 112:259, 1957. 4. Bickerman, H. A.: ir 
Drugs of Choice, Mosby, St. Louis, 1958, p. 557. 5. Bonica, 
J. J.: ibid., p. 272. 6. Dascomb, H. E.: in Current Therapy, 
Saunders, Phila., 1958, p. 78. 


SMITH-DORSEY «+ Lincoln, Nebraska 
a division of The Wander Company 
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successful pregnancies 


With the addition of Nugestoral to their anti-abortive regimen, Murphy ef al.* brought 78 

of 86 habitual aborters to full-term. Nugestoral helps by providing in each daily dose of three ; 
tablets 45.0 mg. Progestoral® (ethisterone), 525.0 mg. vitamin C, 487.5 mg. purified hesper- |x 
idin, 6.0 mg. vitamin K, 10.5 mg. vitamin E. Boxes of 30 and 100. / ra 


“Murphy, H. al., Scientific Exhibit, A.M.A., Dec. 1-4, 1959, Dallas, Texas. Orange, New Jersey 
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indicated 


effective 


in all degrees by itself in most 
of hypertension hypertensives 


avoroDIURIL with RESERPINE 


HYDROPRES can be used: 


, alone (in most patients, HYDROPRES is the only antihypertensive medication needed.) 


» as basic therapy, adding other drugs if necessary (Should other antihypertensive 
agents need to be added, they can be given in much lower than usual dosage so that their side effects are 


often strikingly reduced.) 


* as replacement therapy, in patients now treated with other drugs (in patients 
treated with rauwolfia or its derivatives, HYDROPRES can produce a greater antihypertensive effect. More- 
over, HYDROPRES is less likely to cause side effects characteristic of rauwolfia, since the required dosage 
of reserpine is usually less when given in combination with HydroDIURIL than when given alone.) 


HYDROPRES-25 HYDROPRES-50 


50 mg. HydroDIURIL, 0.125 mg. reserpine. 


25 mg. HydroDIURIL, 0.125 mg. reserpine. 
One tablet one or two times a day. 


One tablet one to four times a day. 


If the patient is receiving ganglion blocking drugs or hydralazine, 
their dosage must be cut in half when HYDROPRES is added. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 
“Qo MERCK SHARP & DOHME, DiviSiON OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AND ARE OF MERCK & CO., INC, 
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anew advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


s 
N Se nc The presence of a thiomethyl radical (S-CH;) is unique in 
Mellaril and could be responsible for the relative absence of 

CH, ——— CH, —— side effects and greater specificity of psychotherapeutic action. 

This is shown clinically by: 

CH, 

1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
MELLARIL action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


PSYCHIC RELAX@™ ON 


DAMPEN| 
SYMPATHET| 
PARASYMPA Ti 
NERVOUS Si 


inimal suppression of vomiting 


| 
ittle effect on blood pressure 
d temperature regulation | & 


9 Less “spill-over” action to other brain areas — 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 


Psychic relax 
Dampeniqa g suppression of vomiting 


sympathetic 
pening of blood pressure 4, 


parasympatim 
nervous sy’ emperature regulation 


3 A notable of 


Lack of impairment of patient’s normal drive and energy. 7 


other 5 Virtual freedom from such toxic effects as 


phenothiazine-type jaundice, photosensitivity, skin eruptions, 
tranquilizers 
blood forming disorders. 
INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS: Mental and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. t.i.d. - §0-200 mg. 


holism, intractable pain, senility, etc. 
SEVERE —in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychéses, etc.: 


Ambuiatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized : 100 mg. t.i.d. 200-800 mg. 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 


MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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proven drug— 
supported by extensive clinical ex- 
perience during the last ten years 


a selective physiologic 
action— 

unlike most nitrites, dilates coro- 
nary vessels principally, with mini- 
mal peripheral effects, so that 
coronary blood flow is increased 
with no significant change in blood 
pressure or pulse rate 


exceptionally safe— 

safe for prolonged use—essentially 
free from side effects—tolerance has 
not been reported—no hypotension, 
orthostatic or otherwise, has oc- 
curred —so safe, it is used routinely 
even after a coronary 


8 effective in mildest to 
severest angina pectoris — 

4 out of 5 patients experience re- 
duced frequency and severity of 
anginal attacks, increased exercise 
tolerance, lowered nitroglycerin de- 


pendence, improved ECG findings 


= ideal in postcoronary 
convalescence— 

helps establish and sustain collat- 
eral circulation to reduce the extent 
of myocardial damage, to encour- 
age natural healing and repair, to 
minimize ensuing anginal attacks 


a adaptable prophylaxis— 

available in several formulations to 
meet the individual requirements 
of patients with coronary artery 
disease: Peritrate 20 mg. for basic 
prophylaxis, Peritrate with Pheno- 
barbital for the apprehensive pa- 
tient, Peritrate Sustained Action for 
convenient 24-hour protection with 
just 2 tablets daily. 


WARNER 
CHILCOTT 


MORRIS PLAINS, N.J. 
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SUDDENLY 
SHE FINDS HERSELF 
DROPPING THINGS 


accident? 


LOOK OUT FOR THE “LITTLE STROKES” 
resulting from abnormal capillary fragility. 
Sudden dizzy spells, bizarre feelings of pain, 
_ double vision, occasional stumbling or 
mental confusion are typical episodes.’ 


| LITTLE STROKES MAY BE AVOIDED 
Many cerebral accidents may be avoided if 
adequate amounts of hesperidin and ascorbic 
acid are provided.* Hesper-C provides the 
hesperidin complex with vitamin C, synergists 
in supporting capillary repair. 


References: 1. Alvarez, W. C.: The New 
Physician 6:42, 1957. 2. Gale, E. T., and 
Thewlis, M. W.: Geriatrics 8:80, 1955. 


THE NATIONAL DRUG COMPANY, 


munor cerebral 


1741/59. 
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New from Lederle 


a logical combination in appetite control 


Ifate LEDERLE 


meprobamate with dextro 


meprobamate eases 
tensions of dieting 


d-amphetamine 
depresses appetite 
and elevates mood 


...without 
overstimulation 


...without 
insomnia 


... without 
barbiturate hangover 


Each coated tablet (pink) contains: 
d-amphetamine sulfate . . . . 5 mg. 
meprobamate.......... 400 mg. 
Dosage: One tablet taken one-half 
to one hour before each meal. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Here comes help 


Birth of a new Wyeth medicinal is presided over 
chiefly by the scientists who originated it, the 
pharmacologists who attest to its actions and safety, 
and the clinicians who determine its efficacy. 


Others play vital roles. Others like Charles Stanley 
Suttle, one of a number of Wyeth Clinical Associates. 


Suttle draws upon a fine academic background and 
years of experience to aid clinical researchers in the 
Southeastern United States, where he serves as a 
knowledgeable link with the Wyeth medical department. 


The aid that Suttle offers may take many forms. 

Often it’s specialized information and data, which may 
come from Suttle’s own fund of knowledge or from 
Wyeth itself. Among other aids: searching out literature 
references, arranging for special supplies—matching 
placebos, say—and even helping locate 

hard-to-find equipment. 


The Wyeth Clinical Associate is a familiar and welcome 
sight at medical research centers everywhere; like all 
members of the Wyeth team, he signifies service to 
medicine. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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“antidoloritic’’t therapy for 

@ mild to moderate or early rheumatoid arthritis 

@ painful inflammatory musculoskeletal conditions 

@ maintenance or tapering-off therapy for those patients 
no longer requiring high steroid dosage. 


DECAGESIC provides DECADRON—the most potent of the 
anti-inflammatory steroids—in low dosage, with aspirin, 
a widely-used and well-established analgesic, and with 
aluminum hydroxide for its antacid action to help 
alleviate gastric irritation that may be caused by aspirin. 


DECAGESIC helps improve musculoskeletal function 

by relieving pain and inflammation. 

DECAGESIC permits lower steroid dosages without 

loss of improvement and consequently with 

fewer and less severe side effects. 

DECAGESIC raises the level of pain relief and provides 
conservative management of inflammatory symptoms. 
DECAGESIC exerts (by virtue of its DECADRON component) 
a “tonic” effect to improve the patient’s appetite 

and sense of well-being. 


Rapid and beneficial functional and anti-inflammatory 
responses have marked therapy with DECAGESIC in a 
variety of inflammatory conditions such as: rheumatoid 
arthritis, including palindromic rheumatism, rheumatoid 
spondylitis, psoriatic arthritis, systemic manifestations 
of disseminated lupus erythematosus, periarteritis 
nodosa, dermatomyositis, scleroderma, bursitis, synovitis, 
tenosynovitis and other conditions in which 

maintenance therapy is indicated or in which the 
conjunctive use of a steroid and salicylate can be beneficial. 


tThe term “antidoloritic” has been coined by Merck Sharp & Dohme 
to describe an agent designed to allay pain associated with 
inflammation — dolor = pain, itic = associated with inflammation. 
DOSAGE: One or two tablets three or four times daily. The usual 
precautions of corticosteroid therapy should be observed. Additional 
information on DECAGESIC is available to physicians on request. 
SUPPLIED: In bottles of 100. Each tablet contains 0.25 mg. of 
DECADRON, dexamethasone, 500 mg. of aspirin and 75 mg. of 
aluminum hydroxide (as the dried gel). 

*DEcAGEsSIC and DECADRON are trademarks of Merck & Co., Inc. 


mQo MERCK SHARP & DOHME « Division of Merck & Co., Inc., Philadelphia 1, Pa. 


Dexamethasone with Aspirin and Aluminum Hydroxide 
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brand of trifluoperazine 


FOR ANXIETY— 


PARTICULARLY WHEN EXPRESSED AS APATHY, 
LISTLESSNESS AND EMOTIONAL FATIGUE 


With ‘Stelazine’ 66the indifference which occurs commonly with 
other tranquilizers was absent.9 9! 


With ‘Stelazine’ 66there was a notable restoration of energy 
and drive without euphoria.9 92 


‘Stelazine’ 66provided symptomatic relief of anxiety with fewer 
side effects than we had come to expect with ataractic drugs.9 92 


; Gearren, J.B.: Trifluoperazine in Emotionally Disturbed Office Patients, Dis. Nerv. System 20:66 (Feb.) 1959. 


2. Phillips, F.J., and Shoemaker, D.M.: Treatment of Psychosomatic Disorders in General Practice, Report Accom- 
panying Scientific Exhibit at the 12th Clinical Meeting of the American Medical Association, Minneapolis, 
Minnesota, Dec. 2-5, 1958. 

3. Proctor, R.C.,and Gunn, C.G.., Jr.: Treatment of Anxiety in Hosiery Mill Workers; Report Accompanying Scientific 
Exhibit at the 108th Annual Meeting of the American Medical Association, Atlantic City, New Jersey, 
June 8-12, 1959. 


AVAILABLE: For use in everyday practice—1 mg. tablets, in bottles of 50 and 500. Literature available 
on request. Smith Kline & French Laboratories, Philadelphia. 
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Helps prevent vitamin-mineral deficiencies by providing comprehensive nutritional supplementa- 
tion. Just one capsule daily supplies therapeutic doses of 9 important vitamins plus significant quan- 
tities of 11 essential minerals and trace elements. 

Each MYADEC Capsule contains: VITAMINS: Vitamin B,: crystalline—5 meg.; Vitamin B: (riboflavin)—10 mg.; Vitamin 
B. (pyridoxine hydrochloride)—2 mg.; Vitamin B: mononitrate—10 mg.; Nicotinamide (niacinamide)—100 mg.; Vitamin 
C (ascorbic acid)—150 mg.; Vitamin A—25,000 units; Vitamin D—1,000 units; Vitamin E (mixed tocopheryl acetates)— 
5 I.U.; MINERALS (as inorganic salts): lodine—0.15 mg.; Manganese —1.0 mg.; Cobalt —0.1 mg.; Potassium—5.0 mg.; 
Molybdenum —0.2 mg.; Iron—15.0 mg.; Copper—1.0 mg.; Zinc—1.5 mg.; Magnesium —6.0 mg.; Calcium —105.0 mg.; 


Phosphorus— 80.0 mg. Bottles of 30, 100, 250, and 1,000. sete, 
PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 3 [P): 


when sleeps through 
—and works through lunch... 
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first in preference for relief from cough 


quiets the cough and calms the patient 


Expectorant Sedative : 
Antihistaminic Topical anesthetic 
PHENERGAN’ 


EXPECTORANT 


Promethazine Expectorant, Wyeth ® 
with Codeine Plain (without Codeine) ” Philadelphia 1, Pa. 


NEW NON-NARCOTIC FORMULA 


Pediatric PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 


PROBENECID 


IN GOUT 


| 05S. We q 
SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
Se 


"Since the introduction of prob 


into clinical medicine...a great deal of justifiable 
Hvousiasm has been evidenced and numerous reports 


onthe use of this drug All 
Patients who gout should be prolonged 
apy WwW be ent such as 


Therapy, Arthritis and Rheumatism 2: 193, 


1959; 


ce 


reaction....Patients tolerate the 


de 
drug well." 


Patient Have Gout?, Scientific Exhibit, 


American Med 5 on, New ° 
June—3=7,—1957 


: uricosuric agent. 
n U, m. 


Treatm 
should be instituted 


out interruption. "3 with- 


and Richards, J. C.: Which Memeatae Dis 


Atlantic City, June 8-15. 1950. 


Supply: 0.5 Gm. tablets, bottles of 100 and 1000. 


i Point, Pa. 
For additional information, write Professional Services, Merck Sharp & Dohme, West 


PHIA 1, PA. 
Dp MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADEL 


ak OF MERCK & CO., INC. 
BENEMIO 15 A TRAD EMA 


Ser pasil- Esidr 1X gives anxiety-ridden hyperten- 


sive patients the pronounced central calming action they need while it brings 
their blood pressure down to lower levels than can usually be achieved 
with single-drug therapy. And the antihypertensive effect is faster—blood 
pressure generally begins to fall within the first few days of therapy. In 
addition, Serpasil-Esidrix controls the tachycardia that often accompanies 
hypertension. SUPPLIED: Serpasil-Esidrix Tad/ets, each containing 0.1 mg. 
Serpasil and 2 5 mg. Esidrix. serpasi.®-gs1pr1x® (reserpine and hydrochlorothiazide c1BA) 


2/2763 


SUMMIT- NEW JERSEY 


| potentiated 7 
therapy 
the 
hypertensive ; 


THE 
REALMS 
OF THERAPY 
BEST 
ATTAINED 
= 


om record of effectiveness—over 200 labora- 


tory and clifical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 


(brand of hydroxyzine) antiarrhythmic; does not stimulate gastric secretion. 


Special Advantages 


IN CHILDREN 


unusually safe; tasty syrup, 
10 mg. tablet 


Supportive Clinical Observation 


“... Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....” Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


---and for additional evidence 


Bayart, J. bel 
10-164, 1956. Jr. 
ifornia Med. 87:75 (Aug.) 1987. 
Nathan, L. A., 

B.: Iinois M. J. 112:171 (oct) 
1957. 


well tolerated by debilitated 
patients 


“... seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
in old age.” Smigel, 
J. 0., et al. Am. Geriatrics Soc. 
7:61 (Jan.) 1958. 


Settel, E.: Pract. & Digest 
Treat. 8:1584 (oct) 
F.: Minerva med. 48:60 

21) 1957. Shalowitz, M 
atrics 11:312 (July) i956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....in chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, 1. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
= 3) 1959. Coirault, R., et al.: 
esse méd. 64:2239 (Dec. 26) 
1956. Robinson, H. M., Jr., et al.: 
South. M. J. 50:1282 (Oct:) 1957. 


HYPEREMOTIVE 
ADULTS 4 


does not impair mental acuity 


“*.. especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, or operate machinery.” Ayd, F. 
J., Jr.: New York J. Med. 57:1742 (May 
15) 1957. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 


Garber, C., Jr.: J. Florida M. 
45: iow)” 1958. 

H. C.: New York J. Med. 58:1684° 


79 (June! 
1956." 
SUPPLIED: Tablets, 10 » 25 
mg., 100 mg.; roe ‘100. 


Syrup (10 mg. per pint 
botties. Parenteral solution: 25 
mg./cc. in 10 cc. multiple-dose 
— 50 mg./cc. in 2 cc. am- 
pules. 
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EVEN HOT STAPH.’ SUCCUMB TO 


FURACIN NASAL 


brand of nitrofurazone with phenylephrine 


to conquer a growing problem -—resistant staph. 


“We have used FURACIN Nasal successfully in eradicating staphylococci from the 
nasal passages of our nursing personnel. The majority of cases are cleared with 
5 days of treatment.” ! 


routine in sinusitis, rhinitis and nasopharyngitis 


“Intranasal and sinus infections have been found to disappear promptly . . . helps 
to combat the associated nasopharyngitis.”’* 


a wide bactericidal range m negligible bacterial resistance m= no cross-sensitiza- 
tion or bacterial cross-resistance to systemic agents m= low sensitization rate m= no 
irritation, no stinging, no slowing of the ciliary beat = no interference with phago- 
cytosis or healing. 

FORMULA: FURACIN 0.02% with phenylephrine*HCl 0.25% in an aqueous, isotonic 
solution of sodium salts and methylparaben. 

SUPPLY: Plastic atomizer of 15 cc. for administration by either spray or drop. 


References: 1. Personal Communication to Eaton Laboratories, 1959. 2. Spencer, J. T., in Conn, 
H. F.: Current Therapy 1954, Philadelphia, W. B. Saunders Co., 1954, p. 130. 


*antibiotic-resistant staphylococci 


THE NITROFURANS —a unique class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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SIMEX COMPACT to 
for them to 
is best suited 
requirements. 


MEX COMPACT 


HOLLAND-RANTOS CoO., INC. 
145 HUDSON STREET - NEW YORK 13, N.Y. 
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Preferably, antibiotic therapy should be based on 
pretreatment culture of the offending pathogen, but 
in bacterial pneumonia the problem may well be too 
pressing to permit the required delay of 24 to 48 
hours. A differential diagnosis among bacterial pneu- 
monias, based on such clinical grounds as speed of 
onset, sepsis and pain may guide the choice of anti- 
biotic for initiation of therapy. 

Should clinical judgment dictate that antibiotic 
therapy be started immediately, at the same time a 
sputum sample or a subglottic swab can be sent to the 
laboratory for culture and sensitivity studies. If the 
response to the first antimicrobial agent proves unsat- 
isfactory, a reasonable basis for changing therapy 


will then be at hand. 


Choosing the Antibiotic 


Since therapy must be started at once for bacterial 
pneumonia, it is advisable to choose a broad-spec- 
trum antibiotic that quickly produces high levels of 
active agent (e.g., tetracycline phosphate complex, 
TETREX). Such an antibiotic probably has the best 
chance of controlling the pathogen, whether it be 
gram-negative or gram-positive. And if the labora- 
tory report shows that the invading organism is much 
less sensitive to tetracycline than to other agents, the 
patient can then be changed to an appropriate anti- 
biotic. If the difference in sensitivity is slight, then 
the possibility of side effects, sensitization, and tox- 
icity should be evaluated before changing therapy to 
another antibiotic. 

The greatest number of bacterial pneumonias are 
caused by pneumococci, which respond very well to 
penicillin, tetracycline, and chloramphenicol. Also, 
these antibiotics are usually effective against the 
other gram-positive coccal pneumonias. But peni- 
cillin is ineffective against the viral pneumonias and 
the gram-negative Hemophilus influenzae and Kleb- 
siella pneumoniae. Although K. pneumoniae causes 
only about 1 to 2 per cent of pneumonia cases on the 
average,’ these are apt to be acute and fulminating 
(Friedlander’s pneumonia), with a high mortality 
rate if not effectively treated. Since pneumococcal 
pneumonia may be difficult to distinguish clinically 
from Friedliander’s, except by gram-stained sputum 
smear, it may be wiser to start treatment with an 
agent also effective against Klebsiella. 

Penicillin, however, in addition to having a lim- 


Tetracycline Phosphate Complex (TETREX® ) 
in the Therapy of PNEUMONIA 


U.S. PAT. MO. 2,791,008 


ited spectrum, also causes many minor and some 
serious sensitivity reactions. In a recent survey? it 
was found that penicillin produced severe skin 
reactions. But most important was the observation 
that anaphylactic shock, with a fatality rate of about 
9 per cent, was the most frequent serious reaction. 
Such severe reactions are almost always associated 
with parenteral administration. 

Tetracycline is also clinically effective in primary 
atypical pneumonia.® 

The tetracyclines (e.g., TETREX) have the advan- 
tages of a broad range of antimicrobial activity and 
low toxicity. And in addition, the physician does not 
have to trouble himself or his patients with repeated 
blood studies when he prescribes TETREX. Minor 
reactions such as gastric upsets or mild skin rashes 
occur occasionally. The most serious side effects 
are staphylococcal and monilial overgrowth, but 
these are rare and can be adequately controlled. 

No one would deny that appropriate antibiotic 
therapy has greatly reduced morbidity and saved 
many lives of patients with bacterial pneumonia. 
Nevertheless, general supportive measures in the care 
of patients remain important even today. Especially 
in the desperately ill patient, antibiotics are not con- 
sidered as substitutes for the individual evaluation, 
clinical observation and judgment of the physician. 


Some Micro-organisms Susceptible* to 
Tetracycline (TETREX)> 


Streptococcus ; Staphylococcus; Pneumococcus; Gono- 
coccus; Meningococcus; C. diphtheriae; B. anthracis; 
E. coli; Proteus; A. aerogenes; Ps. aeruginosa; 
pneumoniae; Shigella; Brucella; P. tularensis; H. in- 
fluenzae; T. pallidum; Rickettsiae; Viruses of psitta- 
cosis and ornithosis, lymphogranuloma inguinale, 
primary atypical pneumonia; E. histolytica; D. granu- 
lomatosis. 
a Some strains are not susceptible. 
b Table adapted from Goodman, L. S., and Gilman, A.: The 
Pharmaceutical Basis of Therapeutics. 2nd edition, New York, 
The Macmillan Co., 1956, pp. 1322-1323. 


References: 1. Wood, W. E., Jr.: In: A Textbook of Medicine. Edited by 
Cecil, R. L., and Loeb, R. F., 9th edition, Philadelphia, W. B. Saunders 
Co., 1955, p. 145. 2. Welch, H.; Lewis, C. H.; Weinstein, H. I., and 
Boeckman, B. B.: Severe i to antibioti A i ide survey. 
Antibiotic Med. & Clin. Ther. 4:800 (Dec.) 1957. 3. Keefer, C. S.: The 
choice of an anti-infective agent. In: Drugs of Choice, 1958-1959. Edited by 
Walter Modell, St. Louis, The C. V. Mosby Co., 1958, p. 135. 
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brand of tetrahydrozoline hydrochloride 


NASAL SOLUTION / NASAL SPRAY 


(0.1%) 


Dispels nasal Congestion up to 
six hours or longer ?@x, 
Clinically successful in 95% of 


2,576 published cases” 
Virtually free of sting, burn, 


or rebound congestion 


Note: As with certain other widely used nasal decongestants, overdosage may 
cause drowsiness or deep sieep in infants and young children: KEEP OUT OF 
HANDS OF CHILDREN OF ALL AGES. Use Pediatric Nasal Drops (0.05%) for 
children under six years. 


1. Menger, H. C.: New, York J. Med. 56:1279, 1956. 2. Pace, W. G.: Mil. Med. 118:34, 
1956. 3. Roberts, J. G.: M. Times 84:1232, 1956. 4. Anderson, H. A.: Antibiotic 
Med. 3:199, 1956. 5. Graves, J. W.: Eye Ear Nose & Throat Month. 34:670, 1955. 
6. Katrana, N, J.: Illinois M. J. 110:19, 1956. 7. Neistadt, A.M. A. Arch. Otolaryng. 
62:143, 1955. 8. Olson, J. A., and Carlozzi, M.: Eye Ear Nose & Throat Month. 
35:189, 1956. 9. Parish, F. A.: M. Times 82:917, 1954, “These cases involved use 
of both 0.1% and 0.05% Tyzine in adults and children, 
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‘PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y Pfizer. Science for the world’s well-being™ 
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for graduate training made available through the cooperation of 


Continuing progress in American medicine 
depends on how well today’s young physi- 
cians are fitted for the challenging tasks that 
lie ahead. Knowledge and skill must be de- 
veloped in every possible way. 


In support of this position, Mead Johnson 
& Company makes available annual awards 
to osteopathic physicians for fellowship 
training in the fields of general practice and 
certain specialties. 


In 1960, nine $1,000 awards will be made: 
three in general practice; two in pediatrics; 
two in obstetrics and gynecology; and two 


MEAD JOHNSON & COMPANY 


in internal medicine. Training is to be taken 
in an osteopathic college or college-affiliated 
hospital. 


Grants are available to osteopathic gradu- 
ates of 1956, 1957, 1958, and 1959. Applica- 
tion forms may be secured from the American 
Osteopathic Association, 212 E. Ohio Street, 
Chicago 11. Completed forms must be re- 
turned to the Association by May 1. 


The Association administers this program 
through its Committee on. Mead Johnson 
Grants. Mead Johnson & Company, in keep- 
ing with its policy, limits its participation 
solely to the provision of funds. 
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The Nutrient Value of 


LOW-PRICED CUTS 
of Meat 


It is a common misconception that the higher-priced 
cuts of meat are “‘more nourishing” than the lower- 
priced cuts. 

The fact is that all lean meats—beef, veal, lamb, and 
pork—supply approximately the same quantity of high 
efficiency protein, as well as a significant complement of 
B vitamins and essential minerals. One low-priced meat, 
lean pork, exceeds all other high protein foods in its 
content of thiamine. 

Each of the low-priced cuts of lean meat listed below 
is approximately equivalent to the most expensive cuts 
of lean meat in content of protein, B vitamins, and 
minerals such as iron, potassium and phosphorus. 


BEEF 
Steaks: chuck, shoulder, flank, round, rump. 


Pot roasts: chuck ribs, cross arm clod, round, rump. 
Stews: neck, plate, brisket, flank, shank, heel of 
round. 


LAMB, PORK AND VEAL 
Chops, roasts, pot roasts and stews made from 
shoulder, breast, and shank meat. 


Dishes prepared with these low-priced cuts of meat are 

among the most delectable. Furthermore, meat, be- 

cause of its outstanding nutritional value, is an ideal 

food to recommend in high protein diets in both health 

and disease without burdening the food dollar. 
The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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“In no case... 


was there any rebound congestion.” 


Your youngest patient as well as your oldest will find new Otrivin 
an unusually gentle yet remarkably effective nasal decongestant. 
Otrivin works quickly; its action is prolonged. Typical of many 
clinicians’ reports is the one published by Kolodny’: Of 64 pa- 
tients studied, 92 per cent had good or excellent results. “In no 


case studied was there any rebound congestion. Local side effects 


were minimal. . . . Extremely few systemic effects occurred. .. .” 
JSE NEW 
TT Gentle RELIEF OF STUFFY NOSE 


Otrivin is safe even for the very young. “The particularly striking 
feature of Otrivin solution was the absence of side effects, even in 
infants as young as two weeks.” “It is effective in low concen- 
trations and is a safe nasal vasoconstrictor for even the young 
patient.” 


Suppuiep: Otrivin Nasal Solution, 0.1%; dropper bottles of 1 ounce. Otrivin Nasal 
Spray, 0.1%; plastic squeeze tubes of 15 ml. Otrivin Pediatric Nasal Spray, 0.05%; 


plastic squeeze tubes of 15 ml. 


ReFERENCEs: 1. Kolodny, A. L.: Antibiotic Med. 6:452 (Aug.) 1959. 2. Davis, M. R.: 
To be published. 3. Peluse, S.: In press. 


Otrivin® hydrochloride (xylometazoline hydrochloride CIBA) 2/2753MK 


I B A SUMMIT, N. J. 


| 
4 
| 
| 
i 
| 
ing 


pee = 4 


STOPPED 


ROMILAR CF raises the cough-reflex thresh- 
old in 15 to 30 minutes and sustains relief for 
as long as six hours—without undue side 
effects, without narcotic hazards or complica- 
tions. ROMILAR CE treats the entire cough and 
cold complex: dextromethorphan (ROMILAR) 
controls the cough, chlorpheniramine com- 
bats allergic manifestations, phenylephrine 
reduces nasal and bronchial congestion, 
N-acetyl-p-aminophenol relieves headache and 
myalgia and reduces fever. Infection, allergy, 
bronchitis, excessive smoking — whatever 
the cause, prescribe ROMILAR CF for cough. 


For convenient use away from home, also 
available in capsule form. 


When only the specific antitussive action of dextromethor- 
phan is indicated, prescribe en Tablets or 


Expectorant. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


ROMILAR 


the lete treatment f nd other cold 
— or cough a r cold symptoms “SYRUP. 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc e Nutley 10, N.J. 


EVERYONE 
IS RELIEVED 


WHEN 


(Bethanechol Chloride) 


REPLACES 
CATHETERIZATION 


soon after surgery or childbirth often 
prevents painful urinary retention; 
therapeutically, ‘Urecholine’ 
rapidly facilitates micturition, 
without subjecting the patient 

to the discomfort 

of catheterization. 


: 
: 
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AFTER SURGERY AND CHILDBIRTH 


URECHOLINE 


HELPS CONTROL URINARY RETENTION — 
PHYSIOLOGICALLY 


of infection use of ‘Urecholine’ makes 
which often follows available valuable nursing 
instrumentation. time for other purposes. 


supplied: 5 mg. and 10 mg. tablets, bottles of 100. 1-cc. ampuls containing 5 mg. 


tor additional information, write Professional Services, Merck Sharp & Dohme, Weat Point, Pa. 


URECHOLINE A TRADEMARK OF MERCK & CO., 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO,, INC, PHILADELPHIA 1, PA. 
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The impression that Tao is an unusually active antibiotic has 
steadily gained recognition by impressive clinical performance. 
Now come reports of in vivo and in vitro biological and bio- 
chemical evaluations that show Tao to be indeed unique.':? 


Tao differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active throughout 
their presence in the body. These 7 derivatives (in addition 
to Tao) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 

In light of these findings, take another look at Tao perform- 
ance:.* 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
¢ Effective against 78% of 64 “‘antibiotic-resistant’’ epidemic 
staphylococci. (In the same study, chloramphenicol was active 
against 52%; erythromycin against only 25%)3 * No side 
effects in 94%; infrequent reactions mild and easily reversed 
* Quickly absorbed ¢ Highly palatable. 

Sound reasons to: Start with Tao to end 9 out of 10 common 
Gram-positive infections. 

Supplied: Tao Capsules— 250 mg., and 125 mg., bottles of 60. 
Tao for Oral Suspension— 125 mg. per tsp. (5 cc.) when re- 
constituted; unusually palatable cherry flavor; 60 cc. bottle. 
Prescription only. 
Other Tao forms available: Tao Pediatric Drops: flavorful, easy 
to administer. Tao®-AC: Tao analgesic, antihistaminic com- 
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pound. Taomip®: Tao with triple sulfas. Intramuscular or Intra- 
venous: in clinical emergencies. Prescription only. 


1. English, A. R., and McBride, T. J.: Proc. Soc. Exper. Biol. & Med. 
100:880 (Apr.) 1959. 2. Celmer, W. D.: Antibiotics Annual 1958-1959, 
New York, Medical Encyclopedia, Inc., 1959, p. 277. 3. English, 
A. R., and Fink, F. C.: Antibiotics & Chemother. 8:420 (Aug.) 1958. 
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(triacetyloleandomycin) 


Capsules/Oral Suspension 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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White's 
Vitamin A and D 
Ointment 

| clinically = | 
| well established | 
for its 
emo/lient-protective 

and 

healing actions 1s 

now also available 

with 0.5 per cent 
Prednisolone 
for its 

potent 
anti-inflammatory 
antl-pruritic 
actions 
and patient 
comfort. 


White’s Vitamin A and D Ointment 
with Prednisolone 0.5 per cent | in10 and 25 Gm. tubes on preséription. 


White Laboratories, Inc. 
Kenilworth, New Jersey 


JOURNAL A.O.A., VOL. 59, FEB. 1960 


i 
Nae 
Tha 
al 
4 
j 
ATS 


in depression... positive and invaluable therapeutic results, but 


pheniprazine hydrochloride 


UNLESS s « = the cautions and provisions for the use of this drug can be consistently applied to the management 
of your patients. (7) We make this request now because our surveys indicate that in approximately 50 per cent of patients, 
prescribed dosage of CATRON is higher than recommended, or prescriptions are not limited to amounts small enough to 
insure frequent return of the patient for observation. Also, in some instances, therapy was unduly prolonged. (1) CATRON 
has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But because of the nature of MAO 
inhibitor therapy, your attention is directed to the extensive and useful instructions prominently displayed in our literature on 


CATRON, and repeated below. 


HOW TO USE CATRON: CATRON is a monoamine oxidase 
(MAO) inhibitor useful in the treatment of depression and 
of other disorders indicated below. It is recommended for 
use in carefully selected cases and in those patients who 
have not responded to the milder drugs. 

ADMINISTRATION AND DOSAGE: Dosage of CATRON must be 
individualized according to each patient’s response. The 
initial daily dose should not exceed 12 mg. and should be 
reduced as soon as the desired clinical effect is obtained. 
In severe depressions some clinicians desire rapid results 
and begin treatment with 24 mg. daily; this dosage should 
not be continued for more than a few days. A single daily 
dose in the morning is recommended. A continuous or in- 
terrupted schedule may be used, the latter during the 
maintenance period. 

DEPRESSION (Endogenous, Reactive, Postpartum, Involu- 
tional, and Depression Secondary to Schizophrenic or Neu- 
rotic Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then re- 
duced to 6 mg. daily. As improvement continues, mainte- 
nance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 

ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of 
pain and elevation of mood may be dramatic. Victims of 
angina pectoris who respond in this manner should be cau- 
tioned against overexertion induced by their sense of well- 


being. 

RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely 
disabling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reduc- 
ing further to 3 mg. daily on signs of improvement. If a 
conventional antiarthritic agent is used, lower doses of each 
are indicated. 

CAUTION: Certain circumstances should be watched care- 
fully when using CATRON. 

DRUG POTENTIATION—The list of drugs which CATRON po- 
tentiates is not yet complete. Hence, caution should be 
exercised when combining CATRON with any other drugs 
such as tranquilizers, phenothiazines, the amphetamines, 
barbiturates; and hypotensive agents. 

HYPOTENSIVE EFFECT—All normotensive patients receiving 
CATRON, but especially elderly patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit con- 
tinuation of therapy. 

VISUAL DISTURBANCES—A reversible red-green color defect 
has been reported in a few patients, chiefly hypertensives, 
on extended therapy with CATRON. Discontinue the drug if 
such changes occur. In a few instances, at unusually high 
dosage, or where the drug was not discontinued following 
color disturbances, diminished visual acuity occurred. 
ANIMALS, NEUROLOGIC SIGNS—in toxicity studies with ani- 
mals a neurologic syndrome has been observed, character- 


ized by tremors, muscle rigidity and difficulty in locomotion. 
Animals displaying this visible neurologic syndrome after 
prolonged parenteral administration usually disclosed a 
neurologic lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessation of the 
drug. No lesions were found after oral administration. Al- 
though extensive clinical experience has not shown such re- 
actions to be a problem in humans in recommended dosage, 
should a similar neurologic disturbance occur, the possibil- 
ity of drug action should be considered. 
SIDE EFFECTS—Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipation, de- 
lay in starting micturition, increased sweating, hyperreflexia, 
ankle edema, blurring of vision, dryness of the mouth—are 
usually readily controlled by lowering the dosage. Rash, ob- 
served in a few patients, cleared up rapidly upon discon- 
WARNING: Although pharmacologic evidence indicates that 
CATRON has a selectivity for the brain, it, as well as othem 
monoamine oxidase inhibitors, may be associated with hepa- 
titis. Because of the possibility of this life-threatening 
hepatitis, the following recommendations and precautions 
should be observed. If necessary, the patient should be 
hospitalized to expedite adherence to this regimen. 
The Following Precautions Are Recommended: 
1. In all instances daily dose should not exceed 12 mg. 
2. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 
3. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of CATRON at one time. 
4. Patient should return for observation before additional 
CATRON is prescribed. For this reason, prescriptions for 
CATRON should be marked “Not refillable.” 
5. Perform regular liver function tests. 
6. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 
SUPPLIED: CATRON is the original brand of posemiies hydro- 
chloride. It is supplied in tablets of 3 mg. and 6 mg., bottles of 50. 
ences, Nov. 20-22, 1958. (2) Bercel, N. Phareecelogie Le roach 
as Kinross-Wright, J.: Experience with JB-516 (CATRON) and Other 
Psychochemicals in Clinical ractice, Conference on Amine Oxidase 
Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. (5) Chori 
A., and Park er, R. G.: Comparison of Monoamine Oxidase inhibito’ 
Effects of | roniazid and Its ha Ke Congener, Proc. Soc. Exper. Biol. 
17, 1958. (6) Horita Beta- aig ree A 
Monoamine Oxidase Inhibitor, Fed. Proc. a Horita, A.: 
The Pharmacology of the Monoamine Oxidase Inhibitors, A Pharma- 
cologic Approach to the Study of = Mind, Springfield, “u, Charles C 
Thomas, 1959, in press. (8) Kennamer, 8., and Prinzmetal, M.: Treat- 
ment of Angina Pectoris with CATRON *(JB-516), Am. J. Cardiol. 3:542 
1959. (9) Scherbel, A. L., and Harrison, J. W.: The Effects of Iproniazid 
and Some Other Amine Oxidase Inhibitors in Rheumatoid Arthr ~heg 
ference on Amine Oxidase Inhibitors, New York Academy of Sciences, 
Nov. 20-22, 1958. 
For detailed information, request Brochure No. 19, CATRON. 


Lakeside Laboratories, Inc * Milwaukee 1, Wisconsin 
64960 
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PATRICK S. O'REILLY, D.O., Glendale, California 


Over the years, industrial injuries have consistently 
presented mankind with a series of moral, economic, 
legal, and technical-medical problems that have 
taxed the imagination of labor, management, law, 
and medicine. The interrelationships of these as- 
pects have reached culmination in an environment 
that has the dubious distinction of being complicated 
to an almost intolerable degree. Recent attempts at a 
multidisciplinary approach to their resolution have 
been rewarding, but the problems remain unsettled 
and controversial. 


The ind=strial surgeon 


The surgeon who specializes in indu trial medicine 
is in a position to recognize the implications of the 
foregoing statements as they can and do affect the 
treatment of the industrially injured workman. 

Although the surgical treatment of industrial in- 
juries has been accomplished, with varying degrees 
of success, for something over 5,000 years, the spe- 
cialized field of industrial surgery has only recently 
evolved. It seems to have been motivated by the 
recognition that the practice of medicine as it is 
related to industry requires a significantly larger and 
more complex body of knowledge than does any 
other area of practice. The combination of the depth 
and the breadth of training for a skilled industrial 
surgeon is without parallel in the field of medicine. 


Special preparation * Let us for a moment consider 
this training. As is well known, specialization in in- 
dustrial medicine dates back to the period of Ramaz- 
zini in the 1600’s. At that time, of course, medicine 
in general was suspect by the average man, and 
Ramazzini was so far ahead of his time that his 


*Presented at the Annual Clinical Assembly of the American College of 
Osteopathic Surgeons, Los Angeles, October 28, 1959. 
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of industrial medicine* 


‘cal practice. 


Surgical aspects | 


genius remained unrecognized for centuries. The 
training of physicians then was limited to the knowl- 
edge imparted by a relatively small number of estab- 
lished practitioners who accepted trainees. Needless 
to say, the level of competence varied tremendously 
according to the standards and the philosophy of the 
“master.” Now we look back on that period as the 
point of departure for the medical curriculum of to- 
day, since medical schools at present are preparing 
specialists in nearly every conceivable area of medi- 

In the field of industrial medicine, however, the 
physician still must seek his training in much the 
same manner as in centuries past. This method of 
training, no matter how well done, will never fill 
the need for industrial physicians. A 1956 editorial 
in Industrial Medicine and Surgery, for example, 
notes that American Medical Association calculations 
showed that positions for 4,200 skilled industrial phy- 
sicians, with starting salaries of $12,000 a year or 
more were “going begging” because of lack of quali- 
fied specialists in this field. 

It is unfortunate that relatively few institutions 
exist today which prepare the generalist-specialist 
combination needed so desperately in the field of 
industrial medicine. The currently-in-practice ap- 
prenticeship method is as antiquated in the face of » 
today’s needs as it was in times past. The pioneers 
who recognized the need for competent industrial 
surgeons, and who have accepted the responsibility 
for the training of such men, should have their fore- 
sight supported by the preparation of specialists in 
this field by the appropriate agencies: postgraduate 
medical schools and training hospitals. 

It is hoped that the growing recognition of indus- 
trial surgery as a specialty will provide the impetus 
required for acceptance of this view. Then the field 
of industrial medicine may open ahead to an ever- 
brightening future. 

In describing the perspective essential to the in- 
dustrial surgeon, Tyrell? quotes from a speech on 
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medical education by Sir Auckland Geddes, in which 
Sir Auckland states: 


The root of present discontent seems to be that all medical 
students learn some zoology, physics, chemistry, anatomy, 
physiology, pathology, etc., but they are never given a chance 
to study Man systematically as a whole. Man is much more 
than a physical body. The better you know him as he lives 
his life in the city or faces death in his job or in some wild 
adventure, the more fully you realize how far removed from 
what man really is, the portrait given by each of the sciences 
is. Even a synthesis of the portraits fails to represent reality. 
Unquestionably, the generalist’s acceptance of this 
realistic portrait of man, accompanied by specialty in 
the treatment of traumatic injuries and industrial 
disease, is prerequisite to the qualification of th 
skilled industrial surgeon. 


Personal requirements * In 1955 Stebbins* sug- 
gested certain general and special requirements for 
preparation in occupational medicine. The general 
requirements included: 

1. Good moral character. 

2. Graduation from an accredited medical school. 

3. One year’s internship in an accredited hospital. 

4. Licensure in the United States or Canada. 

As special requirements he listed: 

1. Two years’ graduate study or the equivalent, 
after internship, in preventative and occupational 
medicine. 

2. One year, in addition to “1” above, of supervised 
experience in occupational medical practice in an 
industrial or medical organization. 

3. Three years, in addition to “2” above, in special 
training. 


4. Limitation of practice to full-time teaching, re- 


search, or practice of occupational medicine. This 
would certainly provide an increased level of compe- 
tency in this field. 


Professional obligations * The necessity for this 
type of preparation becomes obvious when the com- 
plex nature of the industrial surgeon’s responsibility 
is considered. First and foremost is his duty to the 
injured worker. This obligation is not limited to sur- 
gery alone, but extends through rehabilitation of 
the patient. The economic ramifications of this re- 
sponsibility include the effects, not only on the 
worker and his family, but on the employer, the in- 
surance carrier, and governmental agencies, as well 
as the medicolegal aspects which arise with annoying 
regularity. 

To be adequately prepared, then, the industrial 
surgeon must have an understanding of the com- 
plexity of these interrelationships. It is small wonder 
that cinematography has become a necessary ad- 
junct to the armamentarium of the industrial surgeon, 
and that detailed, up-to-the-minute records must be 
maintained on all cases. Each case must be consid- 
ered a source of future litigation, and the physician 
must document and be prepared to defend any and 
all steps taken in the course of treatment. 

Of utmost importance is the surgeon’s ability to 
make an immediate and accurate assessment of the 
damage resulting from traumatic injuries. The suc- 
cess of later treatment is largely dependent upon the 
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skill and efficiency with which the injury is treated 
initially, Whenever possible, the first operation 
should be conclusive. The conservation of all fune. 
tional tissue should be a matter of primary concern, 
The competence of the surgeon receives its severest 
test at this stage, and the die is cast for later success 
in the rehabilitation of the patient. 

Postoperative care remains the obligation of the 
surgeon, and the early return of the patient to an 
employable capacity is greatly influenced by the 
quality of this care. As Covalt* expresses it: 


An appalling problem that has not yet been resolved effec. 
tively is the waste of injured workmen who have not yet 
been returned to their jobs. Whereas waste of time on the 
job slows production, loss of time in returning to the job after 
injury is a waste of life itself in a social, economical, and 
moral sense. The longer the delay, the more appalling the 
waste. Rehabilitation is a true salvage job. Since it concems 
human life and its values, the salvage job must assume a 
place of urgency and priority. 

Between 1949 and 1954 a total of 35,525 disabled 
persons, whose disabilities resulted from employment 
accidents, were rehabilitated under Federal and 
State rehabilitation programs.* This is estimated to 
be only half the number of industrially injured who 
could have benefited from rehabilitation services. 
Undoubtedly, had the attending surgeons possessed 
adequate knowledge of rehabilitation technics and 
policies, the number of successfully rehabilitated 
persons would have been greatly increased. 


Orientation in psychology * Another very real obli- 
gation of the occupational surgeon involves the 
psychologic complications which arise in cases of 
traumatic injury. These complications bring in to 
clear focus the need for basic understanding and co- 
operation among the factions of labor, management, 
law, and medicine. If proper safeguards are not 
maintained, the demands placed upon the physician, 
not only by the patient but by these other involved 
factions, can result in a loss of awareness of the 
psychologic concomitants of trauma. 

Interestingly, the psychologic involvements may 
result from stimuli more closely related to the eco- 
nomic status of the patient than from the disability. 
In a discussion stressing early referral in terms of a 
patient’s total problem, it was stated‘ that the man 
with an injured hand, for example, might die an 
economic, social and psychologic death from the 
protracted inertia imposed and perpetuated by the 
insidious complications of his disability. 

Many of these complications can be avoided by 
the alert surgeon who is well informed in the con- 
cepts of complete rehabilitation and who is attuned 
to the signals that might indicate a shift from the 
normal to the psychotic state. Possessing this aware- 
ness, he would be able to recognize and thus circum- 
vent complications that would ordinarily follow. 

It is interesting to note that Loria,® a lawyer, 
reports at least twenty signals, any one or a com- 
bination of which would aid an attorney in the 
identification of possible psychiatric implications of 
industrial injuries. These signals include bizarre 
symptomatology, inappropriate response to situa- 
tions, metastasis of symptoms, personality changes, a 
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domineering spouse, negative medical reports, and so 
forth. Loria’s research on this subject is an excellent 
example of the teamwork approach so desperately 
needed in this area. It can be easily understood how 
cooperation between the legal and the medical prac- 
titioners can prevent abuses which are often the re- 
sult of misunderstanding. 


Some aspects of traumatic surgery 


These are not all of the responsibilities facing the 
industrial surgeon, by any means, although they do 
indicate the extent of training necessary for the at- 
tainment of skill in this area. As was previously 
mentioned, the qualified industrial surgeon must also 
be a specialist in the treatment of traumatic injuries. 
The preventative operation which the industrial sur- 
geon performs at the time of initial treatment of the 
injury eliminates or greatly inhibits complications 
which might later result in loss of function or in un- 
necessarily long periods of unproductivity. 

The technics of treatment of traumatic injuries 
have come a long way since the American College of 
Surgeons instituted its section on traumatic surgery 
in 1932. Under the auspices of various professional 
organizations concerned with education in this very 
important field, many symposia are annually dedi- 
cated to this topic. Industry is clamoring for surgeons 
who are dedicated to the development of technics 
which will eliminate the problems of the handi- 
capped worker. The salvage of full function presents 
a direct challenge to those in this realm of surgery. 


The surgical patient ¢ It is important to recognize 
that all surgery deals with the total human organism. 
There is no way to isolate surgical repair into a de- 
tached, impersonal, technical task devoid of the 
consideration of the effect on the total organism. 
Perhaps this appears repetitious, but the importance 
of acknowledgment of surgery as trauma, independ- 
ent of any other trauma that has occurred, represents 
one of the key concepts in reparative surgery. Also, 
the prevention of secondary deformities, which can 
result from a misunderstanding of the physiological 
concomitants of trauma, is still far too significant to 
be passed over lightly. 

The industrial surgeon doing reparative work must 
have the facility to plan and to execute his operation 
as confidently and expeditiously as possible. In his 
appraisal of the situation he must consider the pa- 
tient as a total organism, with special emphasis given 
to the disorder and its resolution. The care with 
which the surgical plan is assembled and executed 
pays great dividends in reducing secondary surgery 
to a minimum. We have all witnessed the tragic 
results of inadequate initial surgical treatment. These 
could include complications brought on by failure 
to recognize cardiovascular disease, pathologic skin 
conditions, coronary insufficiency, or other conditions 
or diseases which would alter the surgical plan. 


Special problems of traumatic surgery * Often the 
technical problems encountered during primary re- 
parative surgery are among the most complicated 
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known to the medical profession. Yet, once the - 
method of procedure is decided upon, it must be 
carried out promptly and in a manner that will insure 
the best possible return of function to the injured 
part. The speed with which the surgeon can make 
decisions will allow him to take full advantage of 
the precious moments immediately following an in- 
jury. In these early stages the abortion of shock 
through the judicious use of drugs and anesthetics 
is possible and should be accomplished without de- 
lay. Then, too, if operation is not delayed, the re- 
placement of bone and tissue can often be accom- 
plished. Assuredly, the most complete salvage jobs 
are realized when the injury is treated immediately. 

This does not mean, however, that fundamental 
steps can be neglected. As always, the first consid- 
erations are the maintenance of life and the care of 
the patient. Most often these considerations are in- 
terrelated with the treatment of the wound itself. In 
this, we are placed in the position of the forest ranger 
who must have an accurate picture of the condition 
of the entire forest before expressing concern for a 
single tree, serious though the problem may seem. 
There is no time for tree surgery when the forest 
is ablaze. On the other hand, when the situation 
is controlled, every effort should be directed toward 
revitalizing to the fullest extent all that remains. 

Aside from the treatment of primary and second- 
ary shock, hemorrhage, and possible infection, the 
surgeon must consider closing the wound. If this 
can be accomplished early (8 to 12 hours after in- 
jury), it is desirable, provided the surgeon has had 
an opportunity to inspect and evaluate the damage 
and can justify the closure in terms of favorable res- 
toration of function. Normally, of course, the pres- 
ence of extensive derangement or tissue voids would 
contraindicate early closure. Still, in the majority of 
cases where early repair is impossible, not only can 
biologic closure be achieved with relative assurance 
of healing, but extensive scarification can be avoided 
and later repair facilitated. 

Closures can range in complexity until they in- 
clude amputations (which must be considered a 
variety of open wound). The closures which are 
effected as a result of amputation have received a 
great deal of attention, partly because of the fre- 
quency with which they occur. It has been estimated 
that there are 800,000 to 1,000,000 amputees in the 
United States. 

For the industrial surgeon, amputation as a surgi- 
cal procedure includes a wide range of operations, 
from partial amputation of distal phalanges to occa- 
sional complex quadruple amputations. Each situa- 
tion presents a unique challenge to the skill of the 
surgeon. Each situation, therefore, must be consid- 
ered one from which the surgeon can learn. 

New methods for devising and improving surgical 
technic are often the result of improvisations which 
have been resorted to during the treatment of in- 
juries. A surgical procedure which I frequently em- 
ploy in the treatment of crushing injuries involving 
the hand was learned from the results of a power- 
press accident which had removed the first three 
fingers and the distal ends of the metacarpals, leav- 
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ing only the thumb and little finger intact. The 
remaining shafts of the metacarpal bones were re- 
moved to obtain closure of the wound. When healing 
was accomplished, it was found that the little finger 
and the fifth metacarpal had migrated toward the 
thumb, resulting in an efficiently functional member. 
The lessons learned in this instance have served to 
facilitate repair in other similar situations. 


Operations in the office ¢ It has been advocated by 
some®** that tendon repair and minor procedures in 
skin grafting (such as digital skin grafting) are 
acceptable office procedures because of the fre- 
quency of their occurrence and the ease with which 
the patient can be treated and returned to work. 
Arguments for the adoption of these procedures as 
office routine have been presented, the strongest of 
which are: 

1. Elimination of unwarranted “waiting” anxiety 
on the part of the patient. 

2. Advantage of primary repair of tissue over sec- 
ondary or delayed repair. 

3. Minimal postoperative sequelae. 

4. Reduction in compensation costs, as well as 
hospital costs. 

No detailed issue with these claims shall be taken; 
however, it should be pointed out that the surgical 
treatment of traumatic injuries, no matter how slight, 
requires a degree of asepsis rarely achieved in an 
office. The risk created by this lack of asepsis con- 
stitutes a gamble, the consequences of which can be 
brutal. 

Reparative surgery should be conducted under the 
best possible conditions to insure a most favorable 
prognosis. Until the physician’s office is equipped 
with facilities of the quality found in the surgeries of 
major hospitals, it is hoped that the general practice 
of reparative surgery in offices will be discouraged. 
The patient’s livelihood may depend upon the suc- 
cess of the repair of a single finger or tendon, or on 
the mobility in a single joint. We cannot afford the 
risk of jeopardizing his economic future by injudi- 
cious surgery. 


Repair of the hand ¢ Surgical repair of hand in- 
juries has become a key to the economic survival of 
the industrially injured worker. The hands of the 
workmen are fundamental to the execution of his 
appointed task, and dexterity often determines 
wages. Only recently have medical schools begun 
to devote time to a detailed knowledge of hand sur- 
gery which includes the functional factor of rehabili- 
tation—reconstruction. 

Spaulding® points out that the mangled hand, hand 
fractures, and nerve and tendon injuries, all require 
varied treatment; that hand surgery is a specialty in 
itself; and that the reconstruction of the hand, after 
major traumatic catastrophy, poses many of the most 
difficult problems in surgery (particularly in the 
realm of tendon surgery where the intimate care and 
infinite patience of the watchmaker are necessary if 
the repair is to result in a return to fullest function). 
The application of the principles of plastic surgery 
in the case of hand injuries, as well as in that of 
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other injuries involving voids and derangements, has 
contributed extensively to this reconstruction phase 
of surgery. 

There have been some rather spectacular successes 
where accidental amputation has been followed with 
timely replacement of displaced tissue. This area 
represents one of the very fertile fields for research 
in industrial medicine. The development of surgical 
technics for the salvage or reconstruction of the 
functioning hand is a challenge worthy of note. Its 
resolution would greatly reduce the incidence of 
permanent disability and the problems which are an 
outgrowth of this disability. 

Pick,® in his discussion of manuplasty, points out 
that in hand injuries where more than skin and sub- 
cutaneous tissue are involved, and particularly where 
there is obvious tendon injury, adequate abdominal 
flaps will result in a saving of what is left of the hand 
and will at the same time act as an additional source 
of tissue for later reconstruction. Here is an indica- 
tion of the need to train industrial surgeons in the 
preparation and subsequent transfer of flaps for the 
ablation of acute tissue losses. Pick further indicates 
that this phase of original repair is more important 
than is generally realized or advocated. 

Thus, it becomes increasingly obvious that the in- 
itial operation must be performed with meticulous 
care and adequate knowledge, if extensive and often 
unrewarding secondary surgery is to be avoided or 
reduced to a minimum. The inhumanity of the un- 
enlightened performance of initial reparative surgery 
would not need to be tolerated in our modern so- 
ciety, if adequate training in reparative surgery were 
effected in general medical circles. 


Operational plan 
for treating industrial injuries 


The following development of a general, nonspe- 
cific plan in the treatment of an injured extremity 
should be viewed as a guide only. The individual na- 
ture of any injury precludes “pat” answers, and care 
must be taken to insure enough flexibility of ap- 
proach to enable the surgeon to profit from what he 
has learned in similar previous situations. Of course, 
the emergence of any plan is predicated upon the 
basic assumption that the patient will benefit from 


the surgery. 


Preoperative steps * These procedures will prove 
extremely valuable: 

1. A detailed case history, formulated from the 
patient’s account of the injury, should be obtained 
and reviewed. This should include all particulars of 
the accident itself which might provide insight into 
the nature of the injury. Any clues which would in- 
dicate extent of damage, presence of foreign matter, 
or evidence of other pathologic states (such as dia- 
betes or syphilis) that might complicate the treat- 
ment of the injury, would be valuable. 

2. A specific examination of the injured part 
should be made in terms of anatomy and function. 
The extent of damage and the resulting loss of func- 
tion are often displayed in a gross fashion which can 


assist in synthesizing the surgeon’s approach to the 
operative phase of the treatment. It has been sug- 
gested by Rank and Wakefield that any wound is 
presumptive evidence that all deeper structures in 
the region are severed, until their anatomic con- 
tinuity is confirmed by clinical examination (with 
due regard to its fallacies) or by operation. 

3. Various tests of function to determine tendon 
damage, nerve damage, loss of sensory acuity, or 
bone displacement should be applied in a systematic 
fashion, and consultation should be held if it is felt 
to be necessary. 

The accomplishment of these steps should allow 
the surgeon to formulate his operational plan with 


adequate perspective. 


Operative steps * In sequence of treatment the op- 
erational stage should include: 

1. The discriminate choice of the method of anes- 
thesia. 

2. The maintenance of absolute hemostasis in the 
surgical field by use of an adequate tourniquet. 

3. The preparation of the surgical field with con- 
sideration of the gross area(s) of involvement (an 
extremity), as well as the area(s) known as surgical 
stage(s). Cleansing procedures may vary as to tech- 
nic, but not as to objective: the highest degree of 
asepsis under existing conditions. Cleansing should 
include a detailed exploration of the wound and the 
removal of any obviously unusable tissue, foreign 
matter, and blood clots. 

4, A detailed, systematic exploration of the wound 
to provide evidence upon which the surgeon can 
proceed. Tissue loss and viability are of paramount 
interest in the determination of closure technic. 
Care must be taken to assess the extent to which the 
structures within the part have been affected. Bones, 
joints, vessels, tendons, and nerves must be checked 
with extreme caution to insure the success of closure. 

5. Early closure of the wound, unless contradicting 
factors are present. The method by which closure 
is effected should be selected on the basis of skin 
loss. Suturing and grafting technics have been de- 
veloped in terms of varying degrees of skin loss and 
tissue displacement. ; 

6. Purposeful application of dressings. These ob- 
jectives have been adequately described by Rank 
and Wakefield*® as: 

a. To control bleeding and prevent hematoma 

b. To control edema caused by reaction to in- 
jury and by impaired circulation in the region 

c. To improve embarrassed circulation by pre- 
venting venous engorgement in flaps and wound 
margins : 

d. To aid or effect immobilization 

e. To absorb serous exudate or blood 

f. To prevent access of secondary infection 

g. To subserve certain specific functions, such 
as pressure fixation to grafted areas. 

7. Immobilization during the early period of heal- 
ing. This should be deemed a beneficial necessity 
for optimal recovery of function. 

8. Discriminatory use of antibiotics and antisera 
following surgery. 
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Postoperative care * This stage includes a dual re- 
sponsibility for the surgeon. He must follow the 
healing phase of the reparative surgery closely, pay- 
ing particular attention to the dressings during the 
early stages of healing, and he must be intent upon 
the rehabilitation of the patient. 

Adjustments which seem necessary to improve cir- 
culation or ease pain should be executed with cau- 
tion, inasmuch as contamination can occur during 
any uncovering of the area. The wound itself should 
retain its primary cover 3 to 4 days, if possible. If 
skin grafting was necessary, then a period of from 5 
to 15 days of undisturbed healing is indicated. 

Inspection of the wound should occur at regular 
intervals to determine the presence of complications. 
Any complaint by the patient is sufficient ground to 
undertake an examination, particularly if some time 
has elapsed since the operation. Also, a detailed 
inspection of the wound should be made at the time 
of removal of sutures. 

Important as it is, however, the foregoing phase 
of treatment should not be given sole consideration. 
Often the profits of surgical excellence and of dili- 
gent postoperative care are squandered because of 
a haphazard or contraindicated program of physical 
therapy. Physical therapy is a tool which the skilled 
industrial surgeon can use as effectively as his scal- 
pel. Error with either tool can result in complications 
of serious consequences. 

Undeniably, rapid return of function is a worthy 
goal. The patient who, under the careful guidance of 
the surgeon, can motivate himself for the attainment 
of this goal, is rewarded in the coin of the realm: 
function. Some rather amazing discoveries have been 
stimulated through’ the patient’s complete under- 
standing of his injury and its treatment and through 
his cooperation in the program of rehabilitation. 

There is a great deal to be learned about the 
psychologic aspects of surgery. It may be that a 
knowledge of psychosomatic effects of industrial 
accidents and their repair is destined to become as 
important to the skilled industrial surgeon as his 
knowledge of therapeutic technics and programs. 


Special types of cases 


Although the foregoing material has been centered 
on traumatic injuries to the extremities, there are two 
other aspects of treatment of traumatic injury that 
require additional consideration: burns and abdomi- 
nal injuries. 


Burns ¢ Cases of severe burn reemphasize the need 
for depth of preparation by the industrial surgeon, 
for burns challenge the skill of the surgeon as almost 
no other phase of medical practice does. Here, the 
surgeon’s responsibility rests primarily on the rendi- 
tion of proper physiologic treatment to the patient. 
Pick® summarized this when he reported that the 
most important thing to do for a severely burned 
individual was to treat the patient first, and then the 
burn. 

In this respect, physiologic treatment consists of 
proper and adequate sedation; maintenance of pro- 
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tein levels; prevention of infection; infusions of 

plasma, whole blood, and fluids; and the avoidance 
of renal, hepatic, and pulmonary complications. Only 
after the surgeon has determined that the patient 
has received this necessary attention should he con- 
centrate on the treatment of the burned area. 

Burns are easily contaminated, and unless they are 
given aseptic consideration commensurate with their 
severity, problems of great difficulty will present 
themselves. Much of the low-level success in the 
treatment of burns stems from inadequate aseptic 
conditions and from failure to comply with the prin- 
ciples of surgical toilette. This is intolerable, if func- 
tion is to be salvaged to the fullest degree. 

The debridement of burned tissue presents yet 
another critical decision for the surgeon. Chemical 
methods for removing this tissue have succeeded to 
a significant extent in reducing the time element in 
the treatment of burns and in lessening the dangers 
of infection and of structural complications. The use 
of these methods has become standard practice. 

Another alternative open to the surgeon is free- 
grafting of the surgical wound following the excision 
of burned tissue. Cope and his coworkers* indicate: 


It is an extraordinary commentary on the passivity of the sur- 
geon that he has been sitting on the sidelines so many years 
watching the full thickness burn wound degenerate into a 
bacterial quagmire when the means of healing it promptly by 
excision and grafting, a simple practice of his art, were at 
hand. Are there any extenuating circumstances for his pas- 
sivity? We cannot accept a fear of unseating homeostasis by 
an operation or the lack of chemotherapy as excuses. In pa- 
tients with burns of limited extent there is no danger of pro- 
ducing shock and yet early grafting was not tried. 


This is a progressive view, but one which certainly 
merits consideration. It has been my experience that 
early skin grafting of burns not only reduces healing 
time, but precludes the formation of disabling cicatri- 
cial scarring, so often encountered in the conserva- 
tive treatment of burns. 


Abdominal injuries * Another kind of injury that 
merits special consideration involves the abdomen. 
The industrial surgeon is frequently presented with 
the problem of a patient who has sustained ab- 
dominal injuries which may, or may not, present ex- 
ternal manifestations. The lack of classical signs and 
symptoms does not preclude the presence of irritants 
in the abdomen, nor does it relieve the surgeon of the 
responsibility of determining the true extent of the 
injury. 

Any trauma of sufficient force to the abdomen 
could cause a rupture of the underlying viscus which 
could liberate irritants into the cavity. These irri- 
tants, in turn, could initiate a peritoneal condition 
which would be extremely susceptible to infection. 

Sauer’® points out that following sudden, violent, 
direct or indirect trauma, there is an immediate pe- 
riod of profound prostration and depression wherein 
all muscular activity of the patient is suppressed; and 
that after recovery from local shock, the patient ex- 
hibits signs of peritonitis. If this period is prolonged 
and bacterial peritonitis is permitted to form, death 
from infection will result unless surgical steps are 
taken without delay. 


The treatment of traumatic injuries of the ab- 
domen is summarized by Sauer as follows: 


One might say that where the symptoms and signs of per. 
tonitis, either local or general, exist following abdominal 
trauma, or even where they are strongly suspected, exploratory 
laparotomy should be prompt and complete. More patients 
have been and will continue to be sacrificial statistics if the 
surgeon insists that the signs and symptoms of serious intra. 
abdominal injury be classical before crystallizing suspicion 
into activity. Omission can be just as deadly as injudicioys 
commission. 


It becomes important, therefore, that the skilled 
industrial surgeon treating an abdominal injury be 
cognizant not only of physiopathologic and patho- 
logic changes occurring within the abdomen, but 
also of the diagnostic, reparative, and therapeutic 
procedures necessary for restoration of function. 


Summary 

The surgical aspects of industrial medicine involve 
the repair and restoration to function, not only of the 
injured part, but of the total organism as well. Re- 
quired adjuncts to this accomplishment include an 
appreciation of the following: 

1. The great need for specialized training in in- 
dustrial medicine and surgery by the appropriate 
agencies: postgraduate medical schools and training 
hospitals. 

2. The value of a comprehensive understanding of 
the surgeon’s responsibilities arising from the many- 
faceted relationships existing among the patient, the 
employer, the insurance carrier, governmental agen- 
cies, and medicolegal factions. 

3. The necessity for qualifications of sufficient 
depth and breadth to insure immediate, adequate re- 
pair of injuries sustained to some of the most complex 
structures of the body. 

4. The advantages of a well-planned program of 
therapy carried out with the cooperation of the pa- 
tient and under the guidance of the surgeon. 

5. The pertinency of recognizing psychotic or psy- 
chosomatic complications. 

6. The importance of a well-formulated and prop- 
erly executed operational plan, embodying the indi- 
cated technics of surgery and extending through the 
phases of postoperative care, recovery, and rehabili- 
tation. 712 S. Pacific Ave. 
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W. V. COLE, M.A., D.O., Department of Osteo- 
pathic Theory and Practice, Kansas City College of 
Osteopathy and Surgery, Kansas City, Missouri 


Spina bifida is one of the more common anomalies of 
the spinal column, located usually at the lumbosacral 
junction, and producing spinal instability and in 
some cases acute symptoms of localized or radiating 
pain. Spina bifida vera, the less common of the two 
major types, is severe enough in its manifestations to 
require surgical intervention. Spina bifida occulta, 
however, may be of such a minor nature as to go un- 
diagnosed for many years. Reports indicate that from 
5 per cent to 18 per cent of patients examined roent- 
genologically may exhibit this defect and yet evince 
in most cases only minor symptoms or none at all.?»? 

Spina bifida occulta denotes lack of fusion of the 
neural arch of one or more vertebrae, or of the upper 
sacral segments. The spinous processes may be ab- 
sent, or may consist of a rudimentary process from 
the lamina, meeting but not fused in the midline. 
The intervening space is occupied by fibrous con- 
nective tissue. 

From the clinical standpoint there seem to be as 
many variations in spina bifida occulta as in spina 
bifida vera, at least as far as the symptoms are con- 
cerned. Also, symptoms may appear several years 
after a diagnosis of spina bifida has been made, and 
therefore may be confused with neurologic degen- 
eration. On the other hand, actual neurologic change 
may be produced by impingement of nerve elements 
by fibrous strands or connective-tissue deposits.» 
Spillane* reported neurologic complications from 
variations at the craniovertebral junction which were 
due not to the spina bifida but to other maldevelop- 
ments, and which resulted in delayed neurologic 
symptoms. He suggested that in the presence of 
spina bifida, associated anomalies be searched for at 
the foramen magnum. 

This report is concerned with 11 cases of spina 
bifida occulta that were discovered during roentgeno- 
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Spina bifida occulta 


graphic examination in 75 consecutive cases of low- 
back pain with or without a history of recent trauma. 
The ages of the 11 patients ranged from 16 to 45 
years; in all cases the low-back pain had been pre- 
cipitated by sudden acute strain, undue stress for a 
week or so, or trauma to the area involved. In sev- 
eral cases, particularly when the patient was over 30, 
similar episodes had occurred previously. All the 
cases were characterized by pain in the region of the 
lumbosacral junction. In about half there were in- 
termittent periods of unilateral radiating pain, usually 
occurring after undue muscular effort. In general 
there were no other neurologic symptoms or altered 
reflexes that were considered significant. Age and 
the degree of skeletal deformity did not correlate 
with the intensity of the symptoms. The factor com- 
mon to all was that some physical crisis had been 
encountered to which the individual could not ade- 
quately adapt. The result was low-back pain with 
or without radiating pain. 

In every case, roentgenologic examination with the 
patient upright revealed that one leg was apparently 
shorter than the other. There was a compensatory 
pelvic twist, in some cases a compensatory lumbar 
scoliosis and a degree of rotation in the lumbar ver- 
tebrae. Although the traditional treatment for spina 
bifida is surgical, conservative therapy seemed indi- 
cated for three cases in which the bony distortion 
was minor. Accordingly, electrical muscle stimula- 
tion and moist hot packs were applied three times 
a week for 2 weeks, with concomitant therapy, until 
the symptoms were relieved. A heel lift was used on 
the side of the apparent short leg, although no at- 
tempt was made to equalize the leg length. The 
usual procedure was to insert in the shoe a hard 
rubber lift % inch in thickness, the patient being in- 
structed to use the lift at all times. If the thickness 
proved inadequate it increased to % inch. In some 
instances the response was so rapid that the patient 
was symptom-free in a matter of days; in other in- 
stances it took several weeks. The patient was told 
that there might be recurrence of the pain, and was 
warned to avoid acts that might induce such attacks. 
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Typical case histories 


Case 1 * The patient was a male truck driver aged 
44, with severe pain localized over the right sacro- 
iliac joint and radiating down the right leg. Pain on 
the right side had been noted for short periods for 
25 years, sometimes localized over the right sacro- 
iliac, sometimes radiating to the groin, and during 
the last 5 years, radiating down the right leg. There 
were no sensory changes in either leg, although 
there was some loss of strength in the left leg, which 
did exhibit a degree of atrophy and slightly reduced 
patellar reflex. 

The physical examination did not reveal any sig- 
nificant changes, and results of laboratory tests were 
negative. The musculoskeletal examination disclosed 
a mild degree of scoliosis with the apex to the left 
in the cervicothoracic junction and to the right at the 
thoracicolumbar junction. There was a slight pelvic 
tilt with the lower side on the right. 

The radiographic report revealed a second-degree 
anterior displacement of the fifth lumbar vertebra 
in its relationship with the first sacral segment. There 
was a marked narrowing of the lumbosacral inter- 
articular spacing. There was a defect in the lamina 
of the fifth lumbar vertebra with a spina bifida oc- 
culta being demonstrated, and a wedge-shaped de- 
formity of the fifth lumbar vertebra. Both sacroiliac 
articulations and both hip joints appeared normal, 
but there was a marked rotoscoliosis of the lumbar 
spine (Fig. 1). 

The postural study demonstrated a pelvic tilt with 
the right side lower; the right femoral head was 19 
mm. lower on the right side. 

Treatment was instituted as described above; a % 
inch heel lift was used. Symptomatic relief was ob- 
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Fig. |. Films showing the involved area in case |, and details of the lumbar rotoscoliosis. 


tained in 10 days and lasted about 4 weeks. With 
the return of symptoms the heel lift was increased to 
% inch and relief was again obtained in a short time. 


Case 2 ¢ The patient was a 16 year old girl with the 
chief complaint of pain in the left hip which became 
worse during exercise. The patient’s family had no- 
ticed a slight postural change beginning at the age 
of 12; at the time of examination a slight atrophy of 
the muscles of the left gluteal region was noted. 

Past history indicated that the only events possibly 
related to the present disturbance were falls at the 
ages of 3 and 11, but a correlation between these and 
the spinal defect would be problematical. 

The general physical examination revealed no 
systemic pathologic conditions. Menses had begun 
at 13 years and were regular. Laboratory studies 
demonstrated a depressed erythrocyte count but 
otherwise the results were within normal limits. 

Examination of the musculoskeletal system indi- 
cated a tilted pelvis, low on the left side. Thoraco- 
lumbar scoliosis was present, with the curve to the 
right and the apex at the level of the seventh to the 
tenth thoracic vertebrae. There was paravertebral 
muscle spasm in the midthoracic and lumbar areas, 
chiefly on the left side. Compensatory muscle rigid- 
ity was noted in the cervical region, in the upper 
portion on the left and the mid portion on the right. 

Radiographic examination of the lumbar spine and 
pelvis in the standing position showed a marked 
rotoscoliosis of the lumbar region. There was lum- 
barization of the transverse process of the first sacral 
segment. Spina bifida occulta involved the first sacral 
segment, but the sacroiliac and hip joints were nor- 
mal. There was no significant variation in the heights 
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Fig. 2. The hip joints and sacroiliac area, case 2. 


of the femoral heads, although the left was 2 mm. 
lower in position than the right (Figure 2). 

The treatment in this case was essentially the same 
as in the first; however, hanging bar exercises twice 
daily were suggested. The original heel lift was % 
inch; the thickness was increased after 14 days to % 
inch, and at this point the symptoms were alleviated. 
Atrophy is still, present. 


Comment 


The treatment described above varies little from 
that described for lumbosacral strains; however, its 
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usefulness in cases of spina bifida occulta may have 
been underemphasized. In case 1, other forms of 
therapy had been employed with little success in 
controlling the symptoms. It is not suggested that 
the treatment described here will unfailingly control 
all such cases. The “crutch” offered by lift therapy 
may not be sufficient in some cases to aid in the res- 
toration of the structural integrity of the spinal col- 
umn and relieve the pain. In connection with case 1, 
it has been impossible to convince the patient that 
the lift should be worn at all times, and each time it 
has been removed the patient has eventually returned 


‘for manipulative therapy. 


In case 2, the objective was to prevent the scoliosis 
from increasing. The patient is young enough that 
growth may be directed to some extent. Atrophy 
of the gluteal muscles may indicate either nerve in- 
volvement or atrophy from disuse. In this case, be- 
cause of the lack of altered reflexes and the absence 
of abnormal reflexes, atrophy from disuse seems to be 
the logical diagnosis. 

The therapy described offers no radical change 
from the treatment used by many osteopathic physi- 
cians. It has proved useful in enabling the patient 
to utilize existing functional capacity more efficiently. 
The results offer further evidence that often a con- 
servative approach should be tried before more radi- 
cal measures are considered. 


The author wishes to thank Dr. H. Scott and Dr. 
H. Helton, Department of Radiology, Kansas City 
College of Osteopathy and Surgery, for the radio- 
graphic interpretations in the cases reported. 
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RODERICK C. CANNATELLA, A.B., D.O., Phila- 
delphia, Pennsylvania 


The separation of mixtures that are present in the 
vascular compartment of the body has long been the 
goal of diagnosticians throughout the world. Today 
paper chromatography and paper electrophoresis 
seem to be the means toward this goal. The desire to 
separate or resolve the components of the blood is 
based on the supposition that in all pathologic and 
some physiologic states, substances are excreted, se- 
creted, or in some way changed in kind or degree. 
The key to better and more rapid diagnosis would 
therefore lie in the myriad subtle changes in the in- 
ternal environment of the body. These changes might 
appear as increases or decreases in normally oc- 
curring substances, or as variations in form or charac- 
ter of these substances, or even as entirely new 
products. 

In many instances disease can be cured if recog- 
nized in its early stages; however, with ordinary 
diagnostic methods early detection is extremely diffi- 
cult if not impossible, because changes must be too 
great before we can recognize them as abnormal. 
This is why the “accidentally discovered” diseases 
have an extremely high rate of cure and a low rate 
of morbidity; they are treated while they are still in 
the subclinical or asymptomatic phase. 

The demonstration of subtle changes of the inter- 
nal environment can be accomplished by either 
chemical or physical means, or by a combination of 
both. The purely chemical method has and is being 
used, but it leaves much to be desired, since the 
homeostatic processes of the body can maintain a 
relatively unchanged gross chemical status for long 
periods during disease. When the chemical balance 
of the body becomes distorted the humoral controls 
are overwhelmed, making it possible to detect 


*Submitted to the faculty of Philadelphia College of Osteopathy in par- 
tial fulfillment of the requirements for the degree of Master of Science, 
May 1958. 
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Electrophoresis and its 


application to clinical medicine* 


changes indicative of disease. The chemical proce- 
dures used today mainly measure the waste products 
of metabolism and the end products of fat, protein, 
lipoid, and carbohydrate metabolism, along with the 
inorganic constituents of the body. 

This approach detects disease by reflected changes, 
But why rely on analysis of the end products? The 
proteins, fats, and carbohydrates of the body can be 
broken down into their components and analyzed 
for earlier changes. It is not enough to determine the 
total proteins of the serum; we must know the com- 
ponents if we are to know the disease. 

This paper will attempt to demonstrate that elec- 
trophoretic patterns can be obtained with a minimum 
of equipment and materials. 


Principles 


In the purely physical approach to analysis, ex- 
tremely delicately calibrated mechanical devices, 
such as the ultracentrifuge, must be used. This re- 
quires expensive apparatus, operated by trained per- 
sonnel, to be of any value. These methods will be 
used in the future, but they are presently beyond the 
reach of the average clinical laboratory. 

Chromatography, whose principles have been 
known for centuries, is both a physical and chemical 
procedure, capable of revealing many very subtle 
changes in the chemistry of the body, by revealing 
the smaller component parts of the substances being 
analyzed. Chromatography was originally described 
by Pliny when he observed the resolution of ferrous 
sulfate on papyrus impregnated with extract of gall 
nuts.’ Interest in this subject has been renewed by 
Martin and Synge when they devised a better me- 
dium for separation in 1941.1 However, it is of in- 
terest to note that in 1937 Konig published the first 
report on paper electrophoresis and later reported 
on its use for the separation of a protein mixture in 
snake venom. 

The use of paper electrophoresis has gained great 
popularity, and methods have been developed for 


the separation of proteins, carbohydrates, and lipo- 
proteins.” These methods are all based on the princi- 
ple that differently charged particles will migrate at 
different rates of speed in an electrical field, accord- 
ing to their size and charge.’ Electrophoresis may 
then be defined as a physical-chemical method for 
the determination of very slight changes of the in- 
ternal environment. It therefore is capable of detect- 
ing pathologic states while they are still subclinical. 


Migration controls * The factors which govern the 
rate of migration of a charged particle in an electrical 
field are:* 

1. The characteristics of the particle, such as its 
electrical charge, related to both the magnitude of 
the charge and its direction (positive or negative), 
the size of the particle, the shape, and the tendency 
of the particle to dissociate. 

2. Factors of the environment in which the par- 
ticle is placed while being separated, such as the 
electrolyte concentration, its ionic strength, chemical 
properties, pH, temperature, and convections. 

3. Factors relating to the applied electrical field, 
such as intensity, constancy, and duration. 


Particle characteristics * The smaller the particle, 
the less resistance it will encounter and therefore the 
more rapidly will it migrate. The shape of the par- 
ticle has a similar effect; it will offer resistance if it 
is not smooth and round. The electrical.charge of 
the particle will determine its rate of migration. Since 
opposi‘es attract and likes repel, the particle will be 
drawn across the electrical field more or less rapidly 
according to the kind and degree of charge upon it. 
The tendency of the particle to dissociate will result 
in addition or subtraction of the electrical charge or 
potential exerted; therefore, there will be an altera- 
tion of its rate of movement. 


Environmental factors * The environment is im- 
portant because the electrolyte concentration in 
which the paper must be immersed has varying 
amounts of charged particles within it. This, of 
course, adds to or detracts from the electrical force 
exerted upon the migrating particle. The electrolyte 
actually acts as a vehicle for movement of the mi- 
grating particles, and the filter paper acts only as an 
inert support. 

It is also true that as the electrolyte concentration 
is increased or decreased, the rate of flow of electrons 
will be changed proportionately, and the rate of sep- 
aration of the particles will also change. In much 
the same fashion the chemical properties or the hy- 
drogen ion concentration can be altered so that the 
rate of separation of the particles will be profoundly 
changed. 

The temperature of the entire system is very im- 
portant since, as a result of heat formed by the flow 
of electrons, convections are set up which obscure 
the pattern of separation. These convections occur 
because heat is generated on a strip of paper from 
the flow of electrons, and the heat at the edges of the 
strip of paper is dissipated by its conduction away 
from the paper at its edges by the supports. The cen- 
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tral or axial stream would not have its heat conduct- 
ed away at an equal rate; therefore, thermal convec- 
tions are set up, producing a laminated effect which 
makes resolution of the particles impossible. Also, it 
is possible that enough heat might be generated to 
produce boiling of the medium or drying of the 
paper, which would prevent further movement of the 
charged particles; as a result, there would be com- 
plete loss of resolution. 


Electrical factors * The factors relating to the ap- 
plied electrical field’ such as intensity, constancy, and 
duration are self-evident in paper electrophoresis. It 
should be apparent that as the intensity of the elec- 
trical field is increased or decreased, the rate of mi- 
gration will also increase or decrease, since the mi- 
grating particles are under the directional influence 
of the electrical field. In a similar manner it can be 
seen that the constancy of the electrical field must be 
maintained or an irregular, unpredictable separation 
will occur, which will be unsatisfactory for evalua- 
tion. 

Finally, the duration of the electrical field is a 
major consideration, since the migration of a particle 
represents distance and time. If too long a time is 
used the particles will be driven completely off of 
the paper; if insufficient time is allowed, separation 
will not be complete. I have observed that migration 
of the particles to approximately three quarters of 
the distance across the paper gives the optimum sep- 
aration. 


Procedures 


The methods available for paper electrophoresis 
are as numerous as are the investigators in this 
field.‘-> The reason for this apparent individualism 
is clear when one attempts to set up an electro- 
phoretic apparatus, with its many variations. The 
myriad problems arising in any given situation must 
be met individually, which necessarily results in mod- 
ifications of the apparatus for the needs at hand. 

The principles of paper electrophoresis can simply 
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be stated as the separation of charged particles with- 
in a mixture accomplished by applying this mixture 
to a strip of filter paper which has been immersed 
in an electrolyte solution and then introducing a field 
of current across the paper.’ This results in move- 
ment of the charged particles across the paper at a 
varying rate, according to principles previously de- 
scribed. The charged particles which have been sep- 
arated are fixed to the paper and stained. The stained 
paper is then analyzed to determine the relative 
percentages of the various fractions which have been 
separated. If the total amount of the mixture is 
known the exact amounts of the various components 
can be determined by simple mathematics. 


Material and equipment ¢ For this study a horizon- 
tal open-strip paper electrophoresis apparatus, illus- 
trated in Figure 1, was used. The electrical field was 
established by a constant voltage power supply capa- 
ble of delivering from 0 to 500 volts. 


FILTER PAPER 


ELECTRODE 


J 


LEVELING TUBE 


Fig. | 


Two electrolyte solutions were used as follows:* 


Buffer solution +1, having a pH of 8.6, which was 
used within the vessel and consisted of: 


Diethylbarbiturate 1.38 grams 
Sodium diethylbarbiturate 10.51 grams 
Calcium lactate 0.384 grams 


Dissolve the above in distilled water and bring to 
the liter mark in a one liter volumetric flask. 

Buffer solution #2, having a pH of 8.6, which was 
used to moisten the filter paper and consisted of: 


Diethylbarbiturate 1.66 grams 
Sodium diethylbarbiturate 10.51 grams 
Calcium lactate 0.384 grams 


Dissolve the above in distilled water and bring to the 
liter mark in a one liter volumetric flask. 


The stain was a 0.001 per cent bromphenol blue, 
and consisted of :* 


Bromphenol blue 0.1 grams 
Zinc sulfate 50.0 grams 
Glacial acetic acid 50.0 ml. 


Dissolve the above in distilled water and bring to the 
liter mark in a one liter volumetric flask. 

The strips were rinsed in a 2 per cent acetic acid 
solution for decolorizing, fixation, and differentiation. 
The final rinsing was done in the following solution:' 

Glacial acetic acid 100 ml. 

Sodium acetate 20 grams 


Dissolve the above in distilled water and bring to the 
liter mark in a one liter volumetric flask. 
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Method ¢ The general procedure employed with the 
best and most consistent results, was as follows; 

The buffer solution #1 was placed in the vessel's 
trough, and the fluid equalized by opening the cop. 
necting tube between the two troughs. These troughs 
were then placed in the covered chamber which jn 
turn was placed in the refrigerator for several hours, 
When the temperature was low enough, usually 3 to 
7 C., several strips of Whatman’s #1 filter paper 
were measured to fit the support, so that they would 
reach into the buffer solution in the troughs. The 
strips of filter paper were numbered and dated, and 
then dipped into buffer solution #2. The wet strips 
were allowed to drip until the sheen disappeared 
from them, at which time they were stretched across 
the support. The support was then placed over the 
vessel so that each end of the filter paper was below 
the level of the buffer solution. The cover was placed 
on the outer chamber, and the electrodes plugged 
into the power supply. 

The entire apparatus was again placed in the re- 
frigerator and the voltage and current were set for 
100 volts, at 7 m.a., for 2 hours as a “warm up” pe- 
riod. At the end of the “warm up” period, the power 
supply was shut off and disconnected and each strip 
of filter paper was streaked with 6 lambda of serum. 
The unit was then sealed and placed in the refrig- 
erator. The power was turned on and maintained for 
16 hours at a constant rate. 

At the end of 16 hours the temperature of the unit 
and the voltage and amperage were recorded. The 
power supply was disconnected and the support 
racks were removed from the chamber. The lower 
edges of the strips were cut off to prevent “running” 
of the protein as a result of the excess buffer. The 
racks with their strips in place were then placed in a 
dry heat oven set at 120 C. for 15 minutes. This rapid 
drying of the strips resulted in good fixation of the 
protein on the filter paper. 

The paper strips with the separated protein were 
then placed in a dye bath of 0.01 per cent brom- 
phenol blue for 16 hours. At the end of the 16-hour 
dying procedure, the strips were rinsed in 2 per cent 
acetic acid baths for 5 minutes, then transferred to a 
second bath for 5 minutes, and then to a third bath 
of the same mixture for an additional 10 minutes. Fi- 
nally, the strips were placed in the acetic acid-so- 
dium acetate solution for 2 minutes. 

_ The strips were air-dried overnight and then ana- 
lyzed by determining the amount of dye adherent to 
the paper. This measurement was accomplished by 
the use of a densitometer, which measures the 
pmount of light transmitted from any surface. The 
densitometer provided a curve which was relative to 
the amounts of dye on the paper, which was the re- 
sult of staining of the protein material. The area be- 
neath this curve was calculated by means of a polar 
planimeter. By limiting the area of the curve, the 
relative amounts of each protein could be determined 
in terms of percentage of the whole. Finally, by 
knowing the total protein of the serum it was pos- 
sible to determine the absolute amount of each pro- 
tein fraction. 

This was the procedure finally accepted as the 


most reliable, being arrived at by specific modifica- 
tions as difficulties were encountered. 


Evolution of method ¢ At the beginning of the 
study an average of eight strips each day was run 
for 21 days and obtained no satisfactory separation. 
At this time silver chloride in methanol was being 
used for fixation,” followed by alcoholic staining and 
a methanol solution for destaining. The method was 
changed to fixation with dry heat followed by stain- 
ing in a 0.01 per cent aqueous bromphenol blue so- 
lution,’ followed by destaining with acetic acid solu- 
tions. The results were better but not as clearly 
demarcated as hoped. A 1 per cent alcoholic brom- 
phenol blue solution was used at one time, but it was 
found to furnish poor delineation between the pro- 
tein fractions. 

To further improve separation and reduce han- 
dling of the strips, special racks were built of lucite, 
which were found to retain their shape and structure 
at temperatures of 7 C. and 120 C. These racks were 
built to eliminate handling of the paper strips once 
they were streaked with serum, and to raise them 4 
cm. above the electrolyte trough for a sharper sep- 
aration.* An attempt was made to use a stainless 
steel staining rack, but this resulted in a reduction of 
the soldered joints of the rack. The rack was discard- 
ed and the strips were impaled on glass rods to keep 
them separated during the staining and destaining 
procedure. This method resulted in more consistent 
results, but left something to be desired in the way 
of convenience and time; so the lucite rack was final- 
ly devised. 

From an article by Laurell, Laurell, and Skoog‘ a 
better buffer formula was obtained. Calcium lactate 
was added to give separation of the beta globulins 
into beta-1 and beta-2. Reproduction of the separa- 
tion of beta-1 and beta-2 was not achieved, but the 
separations of the other fractions were superior. 

At about this time approximately eight strips were 
being run each day for 60 days with consistently 
good results on the pooled sera from three healthy 
adults. The results were good and the only modifica- 
tion introduced at this point was the use of horizon- 
tal staining dishes instead of vertical jars. This neces- 
sitated use of special staining racks and a different 
stain timing. Results were improved at times, but at 
other times were poor. 


Results 


Early efforts were poor, as can be judged by the 
many changes which resulted. The unit which was 
used consisted of numerous unrelated parts, making 
modifications necessary to overcome the shortcom- 
ings encountered. There are units manufactured 
which are complete within themselves and are said 
to give reliable results for routine work, but the 
drawback to such units is their lack of versatility. 
They therefore cannot be used for other electropho- 
retic technics which are presently being studied, 
which is a serious disadvantage. 

At present the most valuable use of electrophore- 
sis lies in the separation of the protein fractions of 
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blood.*” It was noted in this study that separation 
of the protein fraction was facilitated by changes in 
the set-up, and it is fully expected that further refine- 
ments will make these changes obsolete in a short 
time. A few years ago, separation of the proteins into 
albumin and globulin was considered adequate for 
clinical diagnosis. However, today fractionation can 
show breakdowns into albumin, alpha-1, alpha-2, 
beta, and gamma globulins, and more data can be 
offered the clinician for the care of his patient. 


Normal values * The following have been found to 
represent approximate average values of the protein 
fractions of pooled sera from ten apparently well in- 
dividuals: 


Protein fraction % of total Grams of fraction 
Albumin 51% to 58% 3.25 to 4.6 grams 
Alpha globulins 14% to 21% 0.9 to 1.7 grams 
Beta globulins 9% to 13% 0.59 to 1.0 grams 


Gamma globulins 15% to 19% 1.0 to 1.5 grams 

These average findings were in keeping with those 
reported by others and were easily reproduced on 
many successive attempts. The establishment of nor- 
mal values was the most difficult task in this study, 
as it entailed many necessary changes to stabilize re- 
sults. 

The chemical method used in this study, which 
consists of a “salting out process,” does not seem able 
to separate the albumin and the alpha-1 globulin 
fraction, which accounts for the slightly higher av- 
erage normal given for the albumin by the chemical 
method. Many other chemical methods are less dis- 
crete in their salting out process and therefore pro- 
duce even higher normal albumin levels than those 


reported here. 


Possible uses * It is believed that the meaning of 
this work is apparent when it is considered that the 
proteins of the serum are even more numerous than 
has been here demonstrated. Each variation in pro- 
tein has a specific meaning to the body, and each has 
its own mobility constant under certain specific con- 
ditions. One day these differences will be evident, 
and it will be possible to separate all of the protein 
fractions. It is said, for example, that an altered 
globulin fraction is responsible for the increased sedi- 
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mentation rate during an inflammatory process; al- 
though it is not possible to demonstrate this fraction 
at present, its presence is known and it will be dem- 
onstrated at a later date. 

The value of determining the gamma globulin 
level of a patient is obvious, for it is well known that 
when a patient with reduced gamma globulin is ex- 
posed to a contagious disease his chances of contract- 
ing that disease are greater. Gamma globulin has 
been used to prevent contagious disease, but since it 
acts as a nonspecific immune body and since it is a 
possible antigenic substance, its indiscriminate use is 
deemed inadvisable. Other features such as expense 
and discomfort to the patient must also be consid- 
ered, and therefore it is important to determine that 
a patient needs gamma globulin before administra- 
tion is undertaken. 

It has been noted that in nephrosis there is a de- 
crease in the albumin fraction and an increase in the 
beta globulin fraction. In multiple myeloma there 
is an increase in the albumin, as well as an increase 
in the beta and gamma globulins. This increase in 
beta and gamma globulins is higher than the increase 
in albumin and therefore there is an apparently re- 
versed albumin-globulin ratio. In this study a de- 
crease in the gamma globulin fraction was demon- 
strated in a case of multiple myeloma. Many variable 
patterns are being worked out by many researchers 
who are studying various diseases in an effort to es- 
tablish a characteristic pattern. Work is presently 
in progress using radioactive isotopes in conjunction 
with immunologic states; and again, significant pat- 
terns are being sought as diagnostic aids. 

This is not to imply that we are entering upon an 
age of “push-button diagnosis,” but it is hoped that 
one day the laboratory confirmation of disease will 
be established as a science. Some day we will be 
able to fractionate proteins, lipoproteins, enzymes, 
carbohydrates, and amino acids to their smallest elec- 
tron differences, and then we will have a diagnostic 
tool at our fingertips capable of catergorizing the 
many states always present in disease. It is reason- 
able to suppose that, as Andrew Taylor Still said, the 
entire body reacts to disease; and therefore, multiple 
changes in the body chemistry must result from any 
pathologic state. 


Use with hemoglobin ¢ Paper electrophoresis has 
been widely used in the study of abnormal hemo- 
globin;* however, good differentiation has been ob- 
tained only with sickle-cell hemoglcbin.® The proce- 
dure® utilizes a wide strip of 3 mm. Whatman’s filter 
paper (45 cms. < 15 cms.) on a supported open 
horizontal system, using barbiturate buffer pH 8.8. 
The paper is dipped in the buffer, and then placed in 
the supported system; then a warm-up period is al- 
lowed. The paper is streaked with 0.001 ml. of a 1 
per cent hemoglobin solution from which the calcium 
and lipids have been removed, and the “run” is be- 
gun. Each series should have a normal adult hemo- 
globin as well as a known sickle-cell anemia hemo- 
globin, and if possible a known sickle-cell trait 
hemoglobin, all run with the unknown. The test is 
run using a constant current of 22 ma. for 4 to 5 
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hours. The distance that the hemoglobin moves jn 
this time will determine its type. 

There have been nine types of abnormal hemo- 
globin described,” which have been designated as 
S, C, D, E, F, G, H, I, and J. Methemoglobin has 
been designated as type M.° These hemoglobin types 
have been found in association with several types of 
anemias, and in some instances more than one type 
of hemoglobin has been found. Fetal hemoglobin, 
which has been designated as F Hb, has the same 
mobility as does A Hb, or adult hemoglobin. In a 
similar manner, sickle-cell anemia hemoglobin (Hb 
S) has the same rate of mobility as does Hb D; how- 
ever, Hb A and Hb F have a more rapid mobility 
rate than either Hb D or Hb S. It is also interesting 
that Hb C has a slower mobility rate than either Hb 
A or Hb S. The separation of hemoglobin becomes 
important when dealing with an individual having 
sickle-cell characteristics of their blood cells, accom- 
panied by an anemia. It must be determined whether 
this represents a true sickle-cell anemia or a sickle- 
cell trait accompanied by another type of anemia. 


Summary 


In this study, it was possible to reproduce the 
work of others with the electrophoretic patterns of 
proteins. This reproduction consisted mainly of es- 
tablishing the average normal levels of the protein 
fractions. It was found that the factors affecting pa- 
per electrophoresis were threefold: The character- 
istics of the particle; the factors of the environment 
in which the particle is placed; and the factors relat- 
ing to the applied electrical field. These factors have 
been reviewed and their application to this particular 
study pointed out. A complete summary of the pro- 
cedure as it developed has been presented, and an 
explanation for the changes made has been‘ offered. 
Some of the present and possible future applications 
of this method have been pointed out, with the hope 
and belief that if the procedure is utilized, its value 
will expand with our growth of knowledge in the 
subject. In part, it has been shown that altered physi- 
ology results in altered chemistry, and that this al- 
teration should be, and will be, detected by this pro- 
cedure in the future. 6119 Wayne Ave. 
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There has been a large amount of material published 
in recent years on various aspects of the femoral in- 
tracapsular fracture. The articles have encompassed 
a wide range of subjects, from architectural and ana- 
tomic considerations to various mechanical modalities 
used in treatment. The purpose of this paper is to 
review one of the rather common problems connected 
with treatment of this fracture, and to present a solu- 
tion which has been used with good results. 


The problem 


When an intracapsular fracture has been fixed in- 
ternally with a triflanged nail, it is not uncommon to 
find that, following insertion of the relatively large 
nail, the x-ray will reveal that there has been shifting 
of the caput fragment. The usual movement is by 
posterior rotation, allowing gaping of the fracture 
and malposition of the nail and guide wire. The 
guide wire either tears through the cancellous bone 
of the head superiorly, or becomes bent by the driv- 
ing force as the fragment rotates; the nail follows the 
guide wire and assumes a superior position, as seen 
in Figure 1. 

When analyzing this problem, it can be noted on 
close examination of the x-rays that the majority of 
subcapital and transcervical fractures are of the 
oblique type, in varying degrees, rather than the 
transverse type as is commonly thought. It will also 
be noted that the usual position of this fracture is 
from the anterior surface, at the junction of the neck 
and head, traversing obliquely and posteriorly to the 
area of the neck and trochanter junction. This fact is 


*Presented at the annual meeting of the American Osteopathic Academy 
of Orthopedics, Boston, October 27, 1958. 
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of the femur* 


best observed on the lateral x-rays, as the anteropos- 
terior projections may give a false transverse appear- 
ance (Figs. 2 and 3). 

The significance of this obliquity is that it adds 
greater instability to an already unstable fracture. 
There has been a variable amount of damage done to 
the soft tissue at the time of an intracapsular frac- 
ture. Lacking soft tissue support, an oblique fracture 
becomes very difficult to maintain in a reduced posi- 
tion, especially when a relatively large nail is driven 
through the fracture area. If the usual immobilizing 
forces, the capsule and ligaments, aided by a guide 
wire and positional bony compressions, are not suffi- 
cient, the fracture fragment will move in the line of 
obliquity—that is, in a posterior direction—and the 
previously mentioned malposition of nail and wire is 
reproduced. 

At the time of operative treatment, the hip is in a 
more or less neutral position. The slight abduction 
and internal rotation position produces a mild com- 
pression or impacting force. This force alone would 
be of value in a transverse fracture, but may be a 
disadvantage in an oblique fracture because of the 
tendency of this type to slip or telescope. Therefore, 
with the added loss of soft tissue stability, this surgi- 
cal position may be inadequate for immobilization of 
the oblique fracture. 

To accomplish immobilization of an oblique frac- 
ture, there must be a surrounding compressing force 
plus a longitudinal force. The question now arises: 
Is there a method for holding this fracture in position 
once the diagnosis of unstable oblique fracture is 
made? The usual procedure following this fragmental 
rotation is to remove the guide wire and nail, reduce 
the fracture again, and reinsert the nail. There is 
undoubtedly a higher incidence of recurrence of pos- : 
terior rotation because of the additional damage done 
by previous attempts. If repeated attempts meet with 
failure, some other modality of treatment may be 
deemed necessary, such as prosthesis or subtrochan- 
teric osteotomy. 
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Fig. |. Posterior rotation of caput fracture fragment, showing gap- 
ing of the fracture and superior position (malposition) of the tri- 
flanged nail. 


Reduction by a closed method 


Many years ago, a maneuver to overcome this diffi- 
cult problem was presented by Dr. William W. Jen- 


ney. Repeated use has proved it to be successful in. 


a large percentage of cases. 

This maneuver is accomplished as follows: The 
center post is first removed from the table to avoid 
possible additional damage to the femur. The leg is 
then released from its fixation, the thigh flexed to 
approximately 60 degrees, and the leg adducted, in- 
ternally rotated, and held in this position by an as- 
sistant. 

The nail is now seen to occupy an almost vertical 
position. It is then driven downward to a previously 


Figs. 2 and 3. Lateral and anteroposterior views of an oblique frac- 
ture. The oblique fracture line is evident on the lateral view, but 


Fig. 2 


ascertained depth. The leg is then returned to its 
former position on the fracture table and x-rays are 
taken to view the final position of the nail and oyer. 
all alignment of the fracture (Figs. 4 and 5), 


Explanation by anatomic dissections * In attempt- 
ing to understand the possible anatomic reasons for 
the success of the maneuver, several cadaveric hips 
were dissected and their structure studied. It was 
found that a portion of the capsule and acetabular 
labrum’ forms a thickened ligament known as the 
ischiocapsular ligament. This originates at the in- 
ferior aspect of the acetabulum and winds obliquely 
across the posterior portion of the femoral neck, to 
insert superiorly in the greater trochanter. It was 
also noted that the tendon of the obturator externus 
lies just posterior to this ligament and traverses the 
same path. It is therefore proposed that, as the leg is 
partially flexed, adducted, and internally rotated, the 
proximal femur, including the fractured area, as- 
sumes a more vertical position, placing the posterior 
capsule under tension, as well as the previously men- 
tioned ligaments. The pull of these structures places 
pressure on the relatively long posterior portion of 
the caput fragment; forcing it anteriorly. The long 
anterior portion of the lateral fragment becomes fixed 
against the anterior capsule and labrum, producing 
the surrounding compressing forces. The longitudinal 
compression is produced by internal rotation of the 
leg, thereby completing the necessary forces for im- 
mobilization of an oblique fracture. Figures 6 through 
12 show a typical hip fixation which deals with the 
problem of posterior rotation, and with ultimate re- 
duction and fixation by this maneuver. 


Fixation * The question of adequate fixation arises 
following this maneuver, or in the care of any intra- 
capsular fracture. In reviewing the reasons for using 
this type of fixation, it is found that the majority of 
patients are elderly, and that the primary aims of 
fixation are a stable pain-free hip, and facilitation of 


nursing care. Mobility of the joint is of lesser impor- 


cannot be seen on the anteroposterior projection. 


Fig. 3 
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tance in this type of fracture, where the fixation may 
almost be classified as a medical procedure. 

There are innumerable appliances for fixation of 
these fractures, all relying for their effectiveness on 
the compact bone area of the femoral head. Exami- 
nation of the head shows the relatively small area of 
compact bone for purchase of these nails, and reveals 
the poor mechanical principles used in this proce- 
dure. If this problem were approached outside the 
body by carpenters or machinists, it is certain that 
such insecure measures for fixation would not be 
utilized. 

It has long been considered poor technic to pene- 
trate the articular surface of the femoral head, or to 
traverse the articular area and penetrate the acetabu- 
lum with the fixing device. The reasoning is that 
there may be damage to the blood supply of the 
articular cartilage leading to a circumscribed area of 
necrosis. Insertion of the nail into the acetabulum, 
except for fusion, is also avoided, because of the re- 
sulting loss of motion, damage to the articular sur- 
face, and possibly eventual arthritic change. When 
closely considered, these reasons may not be so high- 
ly valid, especially in the light of the poor percentage 
of successful outcomes these fractures enjoy under 
the best of conditions. 

It is usually considered that any damage to the 
blood supply of the head fragment was done at the 
time of fracture, and that it is not possible to evaluate 
the extent of the ischemia at the time of fixation. 
However, since the blood supply to this portion is 
mainly capsular in origin, it is unlikely that if there 
is necrosis produced, it will be other than at the point 
of penetration; this area is usually at the center or 
slightly inferior portion of the head. If the articular 
weight-bearing surface of the hip is analysed, it will 
be noted that it is situated in the superior portion of 
the socket and does not lie in the path of a centrally. 
located nail. The insertion of the nail through the 
head and into the acetabulum gives the fracture 
much greater stability, and the nail a much greater 
area for fixation. It has been observed from cases 
where this has been purposely done, and in cases 
where the nail has migrated inward, that these hips 
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Figs. 4 and 5. Anteroposterior and lateral views of a fracture reduced by Jenney's maneuver. 


are no more painful, nor is the restriction of motion 
markedly increased over the usual restrictions found 
with this procedure and age group. It is also noted 
that as movement is increased, there is a channelizing 


Fig. 6. View of fracture before reduction. 


Fig. 7. Lateral view of fracture shown in Figure 6 following reduc- 
tion, showing obliquity of fracture. 
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‘ Fig. 8 
Figs. 8 and 9. The same fracture illustrated in Figures 6 and 7. 


effect produced in the acetabulum, producing a sta- 
ble, moderately mobile hip. The series of cases ob- 
served was not of sufficient number to evaluate 
changes in the percentage of unions. 

Returning to the original reasons for fixation of 
these fractures, facilitation of nursing care and a 
stable, pain-free hip, acetabular fixation should be 
seriously considered if there be any doubt as to the 
stability of the fracture. 


Case reports 


Two cases have been selected out of hundreds to 
illustrate clinically the points mentioned above. It 
has been well said that the subcapital or intracapsu- 
lar fracture of the femur is an unsolved problem. We 
certainly do not wish to leave the impression that we 
have the entire answer to this problem. Rather, we 
would point out that, percentage-wise, our success is 
greater with intra-acetabular fixation than with the 
nail that does not penetrate the acetabulum. Failures 


showing the guide wires in place. 


still do occur, of course, even with intra-acetabular 
penetration, with such conditions as aseptic necrosis. 
However, the more common failure of having the 
fragments slip into malposition does not occur. By 
gaining stability and a painless hip, we feel that we 
have accomplished a considerable amount toward 
solving the problem. 


Case 1 ¢ This patient was seen in April 1957, with a 
rather typical history of a fall and injury. She had 
been in good health; the remainder of the history was 
noncontributory. 

The patient seemed somewhat younger than her 
given age of 49. Her height was 5 feet 4 inches, and 
her weight was 110 pounds. The left lower extremity 
presented a typical shortened and externally rotated 
deformity. An anteroposterior roentgenogram of the 
hip, reproduced in Figure 13, showed a typical sub- 
capital fracture with a varus deformity. Subsequent 
films taken in surgery, seen in Figures 14 and 15, 
show that adequate reduction was accomplished and 


Fig. 10. Posterior rotation and resulting malposition of the nail. Figs. 11 and 12. Final reduction accomplished by Jenney maneuver. 


Fig. 10 Fig. II 


Fig. 12 
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Fig. 13 


Fig. 13. Anteroposterior view of the fracture in Case |, showing a 
typical subcapitel fracture with a varus deformity. Figs. 14 and 15. 


the nail was seated satisfactorily. It will be noted 
that one x-ray is an oblique rather than an antero- 
posterior view. Films taken 1 month postoperatively 
showed what appeared to be excellent position of the 
fragments, as well as the nail. Ten weeks postopera- 
tively, anteroposterior and lateral x-rays revealed ex- 
cellent position and what appeared to be some heal- 
ing. At 4 months postoperatively (Fig. 16), the area 
appeared to be secure. The patient had no pain and 
no difficulty. However, close perusal of the film 
showed that some slippage had occurred. Absorption 
of the neck was obvious. About 1 week before the 
films reproduced in Figures 17 and 18 were taken 
(5% months postoperatively ), the patient experienced 


Fig. 16. Four months postoperatively, the fracture site seems se- 
cure on first glance, but close perusal shows that some slippage 
has occurred. Figs. 17 and 18. Films taken 5!/2 months postopera- 


Fig. 16 Fig. 17 
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Fig. 14 Fig. 15 


Films taken during surgical treatment of Case |, showing adequate 
reduction and satisfactory placement of the nail. 


some sudden pain in the hip area. There was no his- 
tory of a fall or other trauma to the hip or extremity, 
and no noticeable clinical deformity was observed. 
However, on these roentgenograms it could be seen 
that malposition and frank nonunion had occurred. 
Defeat was obvious from these films. Nine days later, 
a F. R. Thompson prosthetic head was inserted. The 
patient is doing very well with the prosthesis at pres- 
ent; she has no pain, and can flex the hip well beyond 
96 degrees. However, what will the story be 10 or 
20 years from now? This is a tragedy that is all too 
often observed, and its occurrence in this case might 
well have been avoided if intra-acetabular fixation 
had been used. 


tively, a week after the patient had experienced sudden pain in the 
hip area. Malposition and frank nonunion are evident here. 


Fig. 
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Fig. 19 


Fig. 19. Fracture in Case 2, showing typical adduction type sub- 
capital fracture. Figs. 20 and 21. Films taken during surgical re- 


Case 2 * A white woman, 87 years of age, who 
weighed about 89 pounds, had been well, and had no 
previous complaint referable to the hip area. While 
packing clothing, she injured her hip. She presented 
a typical picture of an adduction type subcapital 
fracture of the left femur, as seen on the anteropos- 
terior view in Figure 19. Subsequently, closed reduc- 
tion was done. At surgery this fracture was found to 
be quite unstable and it was elected to use transace- 
tabular fixation. The x-rays taken at that time re- 
vealed that the nail had penetrated well into the 
acetabulum (Figs. 20 and 21). Some varus deformity 
remained. The last films available on this patient are 
reproduced in Figures 22 and 23, at which time 
weight bearing was started. It will be noted that the 
usual cap has formed within the pelvis itself, over 
the head of the nail. There is also some metal reac- 
tion around the nail where it protrudes into the ace- 


Fig. 20 


Fig. 21 


duction (Case 2), showing transacetabular fixation satisfactorily 
accomplished. Some varus deformity remains, however. 


tabulum. The patient at this time had motion com- 
parable to that in the other hip with the exception of 
abduction, which lacked a few degrees by compari- 
son. The patient had a full and easy range of at least 
90-degree flexion, and this motion was without pain. 


Summary 


A problem which is observed during the internal 
fixation of the intracapsular fracture has been pre- 
sented. Its production has been discussed, and a re- 
view of possible contributing factors presented. A 
solution to the problem has been offered, along with 
a possible explanation of the anatomic mechanism 
responsible for its success. A discussion was then 
presented on the necessity for adequate fixation of 
the fracture, and the possibility of utilizing acetabu- 
lar fixation in unstable cases. 


Figs. 22 and 23. Films taken at time of first weight bearing. The usual cap has formed within the pelvis, over the head of the nail. 


Fig. 22 


Fig. 23 
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Discussion 


RICHARD H. BORMAN, D.O., Des Moines, Iowa 


The authors of this paper are to be commended upon 
their clear and concise presentation. A rational ana- 
tomic and orthopedic approach to the ubiquitous 
problem of intracapsular fractures of the proximal 
femur is carefully set forth. This paper presents, via 
three-dimensional attack, an original and unique 
orthopedic technic for management of the so-called 
unsolved fracture. 

A review of current orthopedic journals and text- 
books revealed wide variations in methods of reduc- 
tion, particularly for postreduction immobilization of 
intracapsular femoral neck fractures. Each author 
apparently is fairly well satisfied with his particular 
technic and end results, but appears to be still 
searching for future improvements. In modern prac- 
tice of fracture surgery it is axiomatic, except perhaps 
for the case of well-impacted high transcervical or 
subcapital fracture with reasonable alignment of 
fragments, that treatment of intracapsular fractures 
consists of (1) accurate reduction, either closed or 
open, followed by (2) some fashion of adequate in- 
ternal fixation, either “blind” or open methods, re- 
gardless of age of the fracture victim. 

The observation that intracapsular fractures are 
generally oblique rather than transverse can be read- 
ily substantiated by adequate radiographic studies. 
Conservatively stated, these opposing fracture sur- 
faces are certainly irregular with at least one “beak- 
type” oblique projection. Oblique fractures of bones 
are unquestionably unstable in all types of extremity 
fractures. 

The problem of aligning fracture fragments at the 
deeply situated site of the proximal femur is anatomi- 
ically tedious, because the surgeon is required, with 
the exception of occasional open manipulation, to 
approximate and “juggle” a relatively inaccessible, 
small, slippery, and spherical proximal fragment 
upon the tip of a long distal lever. The Whitman 
maneuver, of (1) longitudinal traction, for the pur- 
pose of realigning leg length and derotating the cap- 
ital fragment, followed by (2) internal rotation for 
engaging the opposing fracture surfaces, and finally 
(3) abduction for impaction of fragments, serves to 
accomplish satisfactory anatomic reduction of intra- 
capsular fractures in a large percentage of cases 
where obliquity of fragments is not severe. 

The authors’ use of Dr. William Jenney’s technic 
employing the hip joint capsule and in particular its 
posterior reinforcements, the ischiofemoral ligament, 
and the adjacent obturator internus tendon, by means 
of flexion and adduction with internal rotation (in- 
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stead of the conventional extension, abduction, and 
internal rotation) appears to solve the problem by 
approximating the femoral neck to the posteriorly 
displaced caput fragment. Utilizing tension on the 
posterior capsule for reduction reminds us of the use 
of the dorsal ligaments and tendons at the wrist, by 
flexion and ulnar deviation, in reduction of a Colles’ 
fracture of the forearm. McElvenny' utilizes a similar 
mechanical approach. The entire hip joint capsule is 
made taut and narrow by extremely strong longitudi- 
nal traction of the involved lower extremity. Con- 
ventional technics, if employed in all cases, leave 
much to be desired in the way of an acceptable ana- 
tomic-reduction. Many experienced fracture surgeons 
agree that some degree of valgus alignment is to be 
allowed, and by some it is a preferred result. 

With wide variations in technic for reduction of 
intracapsular fractures, there are even more diversi- 
fied methods of fixation described. It appears that 
personal preferences here are most marked, but the 
Smith-Petersen type of triflanged nail seems to be the 
most popular device employed. In any event, the 
act of placing an internal fixation device must not be 
allowed to dislodge the previously reduced frag- 
ments. The clinical results reported by the authors 
of this paper yield convincing evidence in support of 
their thesis. There appears to be merit in internal 
fixation of intracapsular femoral fractures by means 
of transcapital intra-acetabular placement of the tri- 
flanged nail. This approach appears bold and unique, 
when almost without exception orthopedic and frac- 
ture surgeons recommend avoiding insult to articular 
cartilage of the hip joint. Fixation devices inadver- 
tently penetrating the hip joint either through faulty 
technic or by later migration following neck absorp- 
tion, must be replaced or removed, or so they say. 
At a recent Fracture Conference held at Cornell Uni- 
versity Medical College,? several postgraduate stu- 
dents reported use of temporary intra-acetabular 
placement of an auxiliary guide wire to prevent rota- 
tion of the capital fragment, prior to conventional in- 
sertion of the triflanged nail. The guide wires are 
removed subsequently. 

Personally, I prefer a multiple pin fixation technic 
for immobilizing intracapsular fractures, utilizing 
three or four Knowles’ pins, placed under fluoro- 
scopic guidance through small lateral stab-wound 
incisions. Fixation is generally preceded by gentle 
reduction, under spinal anesthesia, in the manner of 
Whitman: (1) longitudinal leg traction followed by 
(2) internal rotation to 20 to 25 degrees and (3) ab- 
duction to 20 to 25 degrees. Postoperative roentgeno- 
grams of the hip are immediately taken in the oner>- 
tive, anatomic, and “frogleg” positions. 1147 36th St. 

1. McElvenny, R. T.: Immediate treatment of intracapsular hip frac- 
ture, in Clinical orthopaedics #10, ed‘ted by A. F. DePalma, J. B. Lip- 


pincott Co., Philadelphia, 1957, pp. 289-325. 
2. Personal communications, June 1958. 
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ANDREW D. De MASI, D.O., Philadelphia, Penn- 
sylvania 


The adolescent girl is the responsibility of every- 
one, but she often finds herself in a professional 
limbo. She is apparently too old for the pediatrician 
and too young for mother’s gynecologist. Occasional- 
ly, someone realizes that perhaps “something should 
be done” before she begins a sexual life. Occasional- 
ly, an adolescent girl becomes a problem for the 
family doctor, the gynecologist, the pediatrician, 
and of course the psychiatrist. 

The great interest shown in the care of premeno- 
pausal and postmenopausal women is certainly justi- 
fied if certain dreaded diseases are tc be eradicated. 
However, let us remember that the menopausal 
female has already had many years of fruitful exist- 
ence. I feel that at least as much emphasis should 
be placed on the individual who is about to blossom 
into maturity. The stress placed herein upon elemen- 
tary facts on the surface may appear to insult the 
doctor’s intelligence; however, logic compels me to 
begin at the beginning, with those things too often 
overlooked in ordinary practice. A pelvic examina- 
tion can usually be carried out utilizing the virginal 
Graves’ vaginal speculum, a vaginoscope, a Kelly 
type cystoscope, or even a small nasal speculum. 
Rectoabdominal examination is often more satis- 
factory than vaginoabdominal examination because 
it eliminates muscular spasm resulting from hymenal 
pain. Allen' recommends routine pelvic examinations 
from neonatal life through puberty. Such repeated 
examinations make possible a more complete evalua- 
tion at the time of the most important examination 
in early menstrual life. It has been estimated that 
some 30 percent of all diseases of the female involve 


*Presented at the annual meeting of the American College of Osteo- 
pathic Obstetricians and Gynecologists, Detroit, February 1959. 
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Adolescent menstrual disorders 


therapeutic approach* 


Diagnostic and 


the genitalia. How much more important, then, is a 
routine pelvic examination than a periodic dental 
examination? 

The mother must be educated relative to her 
daughter’s menstrual life. Likewise, pediatrician 
and family doctor must be schooled in realizing that 
routine pelvic examination should be part of the 
general physical assay of the adolescent female. 

To categorize some problems in proper endocrine 
diagnosis is one of the main purposes of this 
presentation. 

Despite the therapeutic variables, the patient 
must always be exposed to intensive investigational 
work-up before instituting any treatment. It is most 
distressing to see thyroid hormone used on euthyroid 
adolescents, for any of a myriad menstrual irregu- 
larities. It is likewise unsound to label all obese 
young girls with normal wrists and ankles as having 
“pituitary obesity.” Endocrine etiology of obesity is 
as rare as Eskimos in New Guinea. Except for the 
15 to 20 pounds above ideal weight seen in hypo- 
thyroidism, glandular dysfunction is rarely respon- 
sible. Obesity, faulty libido, and the like, have for 
some time been falsely blamed on endocrinopathies. 
Obesity is not synonymous with macrosomia. The 
distinction between the two can be utilized as a 
clue to the appropiate course of treatment. 

Although physical signs and the absence of sub- 
jective symptoms point toward normalcy of develop- 
ment and function, the role of the clinician is to 
prevent future difficulties when possible as well as 
to overcome parental misconceptions. As in a great 

many other situations, treatment often depends upon 
environment. For example, the nervous, “highstrung” 
mother will often overemphasize menstruation. She 
will say that her daughter’s cycles will probably 
simulate her own and will not infrequently mention 
that cramps are associated with the menses. The 
constant association of menstruation with something 
catastrophic by using terms such as “being unwell,” 
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“monthly sickness,” or “falling off the roof,” do 
nothing but increase anxiety and foster the idea 
that all menstrual cycles are associated with suffer- 
ing. We do know that the first few menstrual cycles 
are anovulatory and consequently there should be no 
associated pain; therefore dysmenorrhea in the early 
teenager is very unlikely. 

In the same general category is the lethargic or 
overly philosophic mother who tends to disregard 
menstruation and tell the child nothing. This young- 
ster learns about catamenia from her associates, or 
she may greet the unexpected menarche in terror, 
not knowing that this is probably the only time 
that issuance of blood from the body is not as- 
sociated with trauma or disease. 

The role of the clinician is extremely important 
in explaining to both parent and daughter the nor- 
mal menstrual events and their many physiologic 
variations. It cannot be overemphasized that it is 
extremely important to discuss the hygiene of 
menstruation. These patients will never ask ques- 
tions because of embarrassment. But they do not 
know whether it is permissable to bathe during 
the menses, or whether physical exercise is allowed. 
Many women know nothing about the use of vagi- 
nal tampons. Failure to ask questions does not 
presuppose knowledge. 

Sexual development in girls usually begins before 
the menarche. The bodily effects of estrogen pro- 
duction are many, but parts chiefly affected are the 
breasts and organs of reproduction. Development 
of the nipple and ductile tissue are directly related 
to estrogen production. The growth of the vagina, 
uterus, and tubes also depend upon elaboration of 
estrogen. The stage of growth can be noted easily 
by simple inspection of the vulva, since the labia 
minora develop with the onset of sexual maturation. 

Androgens are likewise present in the female; 
these are produced by the adrenal cortex and pos- 
sibly by cells in the hilus of the ovary which re- 
semble the Leydig’s cells of the testes and adrenal- 
rest cells. (These Leydig-like cells may cause mas- 
culomas of the ovary.) Circulating androgens are 
responsible for many of the secondary sexual 
characteristics, such as growth of sexual hair, growth 
of the labia majora, muscular growth, and acne. 

Progesterone is not elaborated until there is actual 
ovulation with the formation of a corpus lutem. 
Consequently, the first few irregular cycles follow- 
ing the menarche are anovulatory. 

The appearance, distribution, and amount of hair 
are important indications of normal growth and 
development. Likewise, a perversion of the pubarche 
(onset of growth of sexual hair) may be the first 
sign of endocrine disease. It would be appropriate 
at this point to discuss some of the hirsute en- 
docrinopathies and their differential diagnosis. Some 
menstrual irregularities associated with excessive 
growth of hair necessitate complete gynecologic and 
endocrinologic work-up. One must be prepared to 
differentiate a case of familial hypertrichosis from 
a more serious condition, such as adrenal tumor. 
Differentiation of adrenal hyperplasia from adrenal 
tumor can often be made clinically. 
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Although physical signs and the 
absence of subjective symptoms point 
toward normalcy of development 
and function, the role of the 
clinician is to prevent future 
difficulties when possible as well as 


to overcome parental misconceptions 


Hirsutism can be defined as excessive growth of 
hair. This in itself may be only a constitutional 
variant. Lifelong hirsutism is not nearly as signifi- 
cant as a sudden change in the amount and distri- 
bution of hair. On the other hand, defeminization, 
another hirsute endocrine disorder, implies a loss of 
female body contour with some breast atrophy and 
retrogressive change in the pelvic organs. Masculini- 
zation, a more severe hirsute disorder, means de- 
feminization plus some degree of sex reversal (en- 
largement of clitoris, muscular growth, temporal re: 
cession of hair, deep voice, et cetera.) 

In the management of any case of hirsutism it is 
imperative to rule out any exogenous sources of 
androgens, such as drugs containing androgens that 
are used for their anabolic effect or for medical 
treatment of such conditions as endometriosis. 

Most commonly, genetic variants are the causes 
of any excessive amount of hair (hypertrichosis). 
These are influenced by racial and familial char- 
acteristics. The main differentiation must be made 
between adrenal cortical hyperfunction and the 
ovarian masculomata (arrhenoblastomata). A case 
of simple hirsutism without virilism is rarely of 
adrenocortical origin. Patients with hirsutism and 
obesity associated with amenorrhea or oligomenor- 
rhea should be studied carefully. Patients with 
hirsutism and a milder degree of virilism should 
always be suspected of having organic adrenocortical 
disease, probably adrenogenital syndrome. 

Before considering any intensive diagnostic in- 
vestigation, it is of paramount importance that the 
type of sexual development be known. In a case 
of suspected sexual precocity, if a child begins to 
mature before, for example, the ninth year and has 
an early female type of pelvic growth with enlarg- 
ing breasts and cyclic menses, it can be assumed 
that the precocity is isosexual probably of pituitary 
or ovarian origin. On the other hand, a girl of the 
same age who begins precocious sexual maturation 
associated with early growth of facial hair, enlarged 
clitoris, and no breast or vaginal development might 
come into the category of heterosexual precocity, 
probably of adrenal origin. 

The differentiation of delayed menarche and 
amenorrhea calls for an orderly and systematic diag- 
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nostic approach. The complaints are alike—that is, 
amenorrhea—but the therapeutic approach is dif- 
ferent in each case. 

Menstruation may be defined as a_ physiologic 
process due to uterine mucosal disintegration, as- 
sociated with formation of graafian follicle, ovula- 
tion, and subsequent corpus luteum formation. This 
cyclic phenomenon usually begins between the ages 
of 11 and 16 years. However, there are multiple 
regulatory factors that can be elicited from mere 
history taking. Heredity plays an important part in 
establishing the time of the menarche. Daughters 
often follow a pattern similar to that of their mothers. 
Twins will have a strikingly close onset. Jewesses 
and girls whose parents come from countries border- 
ing the Mediterranean Sea seem to menstruate at 
an earlier age than others in the same environment. 
Statistics seem to indicate that general hygienic 
measures are equally important in the establishment 
of the time of the first menstrual flow; the age 
of menarche decreases as general hygiene improves.’ 
Poverty, debility and chronic disease all may delay 
the onset of menstruation. 

The physical examination is of utmost importance 
in any case of delayed menarche. If any sign which 
precedes the menarche can be detected, then careful 
investigation may be followed by intelligent waiting. 

Signs which precede the menarche are as follows: 

Age 8tol0 years: Bony pelvis assumes female 

characteristics and pubic hair 
begins to appear. 

Age 10 to 11 years: Budding of breasts begins. 

Age 11 to 12 years: Growth of external genitalia 

occurs. 

Age 12 to 14 years: Axillary hair appears and the 

menarche occurs. 

If the above sequence is found, there is no cause 
for alarm even if the girl is approaching her late 
teens and the menarche has not taken place. For 
example, if there are budding breasts and beginning 
axillary hair it can be supposed that catamenia will 
occur within several months. However, at age 18 
or 19, if none of these signs are present, it is obliga- 
tory to undertake intensive study, including pelvic 
evaluation. 


we 


It cannot be overemphasized that 
it is extremely important to 
discuss the hygiene of menstruation. 
These patients will never ask 
questions because of embarrassment. 
Failure to ask questions 


does not presuppose knowledge 
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The causes of delayed menarche are varied and 
in each case a differential diagnosis must be made 
after careful examination. I have known of cases 
where delayed menarche had been treated for 
several years with thyroid hormone and then were 
diagnosed by another physician as congenital ab. 
sence of the uterus. 

Following is a list of diagnostic procedures for 
investigation of persistent delayed menarche;* 

1. Complete history 

2. Complete physical examination 
3. Complete blood count 
4. Urinalysis 

5. Serum cholesterol 

6. Protein-bound iodine 

7. Basal metabolic rate 

8. Sugar tolerance tests 

9. Examination of vaginal smears 

10. Examination of cervical mucus 

11. Basal body temperature charts 

12. Endometrial biopsy 

13. X-ray of skull 

14. X-ray of chest 

15. Pregnancy test 

16. Determination of urinary gonadotropins 
17. Determination of urinary 17-ketosteroids 
18. Psychiatric evaluation 

To this list I would add the buccal smear test for 
chromosomes. 

Not every patient requires all these tests; for 
example, an endometrial biopsy is not needed unless 
an absolute diagnosis cannot be ascertained. 

Possible causes of delayed menarche or primary 
amenorrhea in the adolescent include the following: 

1. Physiologic. The girl is just a “late starter.” All 
tests have normal results, and the menarche can be 
expected to begin shortly. 

2. Obstructive. “Cryptomenorrhea” is caused by 
an anatomic malformation such -as imperforate 
hymen, cervical stenosis, or vaginal atresia. The 
reason for amenorrhea is obvious in such a case, 
and response to surgical therapy is prompt. 

3. Constitutional. Such causes may include mal- 
nutrition, obesity, anemia, and diabetes. 

4. Psychogenic. Such conditions as anorexia 
nervosa and psychoneurosis are included here. 

5. Endocrine. A number of conditions are found 
in this category, including disorders of the pituitary, 
hypothalamus, thyroid, gonads, and adrenal gland. 
These are of sufficient importance to warrant in- 
dividual discussion. 

Amenorrhea may be the first symptom of tumor 
of the pituitary or hypothalamus, and this symptom 
may ‘be associated with headaches, progressive optic 
atrophy, and so forth. 

Both hypofunction and hyperfunction of the thy- 
roid must be ruled out in diagnostic work-up, since 
either can cause delayed menarche. 

Gonadal dysfunction manifests itself in a number 
of ways. One is the congenital absence or aplasia 
of the ovaries (Turner's syndrome). Although this 
was once considered quite rare, the work of Turner 
stimulated a search for the condition by other work- 
ers, and it is now being reported more frequently. In 
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addition to amenorrhea, this syndrome is associated 
with such symptoms as genital infantilism, and 
sparse or no pubic and axillary hair. Patients with 
this condition are short and stocky, rarely exceeding 
57 inches in height. The condition is quite familiar 
to the pediatrician and internist because it is usually 
associated with other congenital anomalies such as 
coarctation of the aorta and webbed neck. 

Diagnosis is readily made from careful examina- 
tion of the patient. Abdominovaginal or abdomino- 
rectal examination will fail to reveal any pelvic 
organs, or perhaps there will be only a cord-like 
structure at the midline. Many of these patients 
have congenital absence of both ovaries and uterus. 
The most important diagnostic test is the urinary 
bioassay of follicle-stimulating hormone (FSH), 
which always shows results increased to over 150 
mouse units. (The FSH is elevated in the meno- 
pause for the same reason: lack of inhibition to the 
pituitary gland because of lack of ovarian hormones. ) 

Grumbach, Blane, and Engle* have recently re- 
ported that many cases of ovarian agenesis have 
been found to be “chromosomal males,” and he 
recommends use of the term “gonadal dysgenesis” 
rather than “ovarian agenesis.” Since this report 
appeared, we have made it a practice to include 
a buccal smear test in the diagnostic work-up. 

Ovarian cysts, of the follicular type seen in young 
girls, are usually associated with dysfunctional 
uterine bleeding. 

The Stein-Leventhal syndrome is characterized by 
hirsutism, obesity, and oligomenorrhea or amenor- 
thea. Hirsutism is the only sign of virilism. This 
syndrome is caused by large polycystic ovaries with 
overthickening of the ovarian cortex which prohibits 
extrusion of an ovum. Each ovary should be larger 
than the uterus in order to fit this diagnostic classifi- 
cation: they are found to be large and oyster-white. 

Masculinizing tumors of the ovary, either arrheno- 
blastomata or masculinovoblastomata, are quite rare. 
They begin to grow and produce virilization during 
childbearing age and are consequently responsible 
for secondary amenorrhea. Palpation of an adnexal 
mass and observance of signs and symptoms of 
masculinization lead one to suspect this lesion. In 
those very rare cases of a small ovarian tumor which 
is difficult to palpate, differentiation becomes ex- 
tremely problematic. The urinary 17-ketosteroids 
will perhaps be slightly elevated as compared with 
this value in cases of masculinizing adrenal lesions. 
Another test, the pregnanetriol determination, is 
now considered specific for diagnosis of the adreno- 
genital syndrome. 

The adrenal glands can also cause delayed 
menarche and amenorrhea in the adolescent girl. 
These glands normally produce adequate amounts 
of androgens in the female. However, when ex- 
cessive amounts are produced, there is rather pro- 
nounced masculinization and defeminization, with 
loss of female secondary sexual characteristics. 

In the adrenogenital syndrome, there is adrenal 
hyperfunction resulting from hyperplasia and conse- 
quent overproduction of adrenal androgens. This 
is associated with hyperplasia of the zona reticularis. 
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The general appearance of a patient with adreno- 
genital syndrome is one of marked virilism: mascu- 
line type of body build, with broad shoulders and 
narrow hips; masculine type of gait; deep voice; 
enlarged clitoris and gradual recession of female 
characteristics; and oligomenorrhea progressing to 
amenorrhea. The younger the female the more pro- 
nounced are the secondary sexual characteristics. 
When this condition occurs in the fetus or infant, 
it is known as female pseudohermaphroditism. 

Thé most important laboratory aids are the urinary 
17-ketosteroid and pregnanetriol determinations, 
which are always elevated. It is necessary to rule 
out Cushing’s syndrome, which at times can be 
difficult to differentiate from the adrenogenital syn- 
drome. However, in Cushing’s syndrome there is 
hyperplasia or a tumor involving the other areas of 
the adrenal cortex as well, which would cause an 
increase in urinary excretion of the corticosteroids. 
In Cushing’s syndrome, the clinical picture includes 
virilization plus other signs and symptoms such as 
hyperglycemia, hypertension, and “buffalo” type 
obesity, while in the adrenogenital syndrome there 
is only virilization. 

Many cases have been reported recently in which 
amenorrhea, oligomenorrhea, or hypomenorrhea 
have been present in rather obese women who also 
complain of some degree of hirsutism and infertility, 
but no masculinization. This undefined state has 
been called “functional adrenal overactivity,” or 
considered to be a subclinical Cushing’s syndrome. 
Although there is usually no demonstrable pathologic 
change in the adrenal glands or pelvic organs, there 
is usually a follicular phase defect and it is believed 
that the excretion of the adrenal estrogen-androgens 
suppresses the formation of gonadotropins with re- 
sulting ovarian failure. By administering small doses 
of cortisone, ACTH can be suppressed, which will 
therefore decrease the stimulus to the adrenal gland. 
Gonadotropic activity will thereby be uninhibited. 
Many patients have responded to this type of therapy 
with correction of the irregularities, and in many 
cases successful pregnancies have occurred. 

In the management of a given case of delayed 
menarche, organic disease and congenital anomalies 
must always be eliminated. Local physical examina- 


The management of adolescent 
endocrinopathies in cases of delayed 
menarche always depends upon 
the etiologic factors as well as 
the individual problems 
that make each case a little 
different from the next 
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The adolescent female should 
always be seen by the family doctor, 
pediatrician, or gynecologist 
before the onset of the menarche. 
Physicians must be aware of the 
sequence of events that leads 
up to the menarche and should be on 


the lookout for variants 
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tion and the use of diagnostic tests will be of help. 
The next to be ruled out are thyroid and adrenal 
dysfunction. This can be accomplished with thyroid 
function tests plus examination for any degree of 
hirsutism, defeminization, or masculinization. The 
clinical findings together with the laboratory studies 
of the amount of androgens excreted in the urine, 
which are measured as 17-ketosteroids, can usually 
eliminate those two important endocrine systems as 
causative factors. Of course, pregnancy should be 
considered and ruled out. 

There then remain three possible endocrine causes 
of the amenorrhea, namely, pituitary, ovary, or uterus 
(endometrium ). 

Utilizing the method of Kupperman and his as- 
sociates,® progesterone is used in rather high dosage 
as follows: 

The patient is given one injection of progesterone 
in oil, 100 mg. There are the two possible results: 
Either the menses will occur within 14 days, or will 
not. 

If menstruation does occur within that period, it 
can be assumed that the patient has functioning 
ovarian tissue which is producing estrogen, since 
progesterone will cause secretory changes only in the 
presence of a proliferative (estrogen-primed) en- 
dometrium. It can therefore be assumed that the 
pituitary-ovarian-uterine system is normal. 

If amenorrhea continues after the single dose of 
progesterone, the second step is taken. This is the 
administration of progesterone and estrogen. Estro- 
genic hormone is administered in oral form, utilizing 
such substances as ethinyl estradiol, 0.05 mg. twice 
daily, or an equivalent, such as conjugated estrogens, 
1.25 mg. twice daily, or diethylstilbestrol, 0.3 to 0.5 
mg. twice daily. The oral estrogenic hormone is con- 
tinued for 3 weeks; then the progesterone is ad- 
ministered as 100 mg. in oil, as in the first step. 

If the patient menstruates after this cyclic therapy 
it can be assumed that the endometrium is adequate, 
since the phenomenom will occur in castrates and 
even in those with congenital absence of the gonads 
(Turner’s syndrome). However, failure to men- 
struate signifies that the endometrium is not capable 
of responding to stimulation and will be quite re- 
fractory to all treatment. Such an endometrium is 
found in such inflammatory states as tuberculosis, 


or after vigorous curettement of the endometrium 
whereby the regenerative glands have been de. 
stroyed. Many cases are found after the use of ra. 
dium for benign disease. 

If bleeding does occur following the use of estro- 
gen and progesterone, it is necessary to differentiate 
between ovarian and pituitary disease. This dif. 
ferentiation requires the bioassay determination of 
the follicle-stimulating hormone. If this value is jn. 
creased it can be assumed that there is little or no 
ovarian activity, since estrogen suppresses the gon- 
adotropic level. If gonadotropins are decreased it 
can be assumed that the pituitary gland is deficient, 

This is then corroborated by the administration 
of pregnant mare’s serum, for example, 500 units 
three times weekly for 3 weeks. If the patient has 
ovaries they will be stimulated to increased activity; 
the uterus and breasts will enlarge; and smears of 
the vaginal epithelium will show cornification of 
the cells. If there are no ovaries there will be no 
stimulation. Therefore, increased gonadotropins in 
the urine and no response to administration of preg- 
nant mare’s serum signifies primary ovarian failure, 
Likewise, normal amounts of gonadotropins in the 
urine and an adequate response to the administra- 
tion of pregnant mare’s serum indicate the the 
pituitary and ovaries were functioning at a sub- 
threshold level. One can also conclude that with 
an adequate response to the administration of preg- 
nant mare’s serum, with no gonadotropins in the 
urine, there is pituitary failure. 

The management of adolescent endocrinopathies 
in cases of delayed menarche always depends upon 
the etiologic factors as well as the individual prob- 
lems that make each case a little different from the 
next. The personal relationship of the patient with 
the attending physician is still one of the most 
important facets in therapeutics. 

In cases of nonorganic delayed menarche, especial- 
ly in those individuals in whom signs of approach- 
ing menarche are delayed, it is advisable to use oral 
estrogenic therapy. Beside the psychic benefits that 
may be derived from a monthly issuance of blood, 
even if it is anovulatory, this treatment can cause 
some endometrial hyperplasia. This stimulus will 
initiate that interplay between pituitary and ovarian 
function upon which normal menses depend. Estro- 
gen is likewise a growth-stimulating hormone and 
will therefore help the patient to outgrow her 
infantile habitus. 

In those cases of gonadal agenesis or dysgenesis, 
the problem is merely one of substitution therapy 
with estrogenic hormones. If the patient has a re- 
sponsive uterus, the hormone is given daily for about 
3 weeks and then discontinued for 1 week to imitate 
normal cyclic bleeding. In cases of utero absentia, 
estrogen can be implanted (utilizing a pellet im- 
planter) once every 6 to 8 months. The long-acting 
injections that are currently in use can also be suc- 
cessful; these require perhaps one injection every 
3 to 4 weeks. 

True cases of Stein-Leventhal syndrome, men- 
tioned as a cause for delayed menarche and even 
more as a cause for oligomenorrhea progressive to 


~ 


f 
i 
( 
| 


al 
T 
it 
] 
a 


amenorrhea, respond only to surgical intervention. 
The operation is wedge resection of both ovaries; 
it results in almost complete cure in most cases. 
Ovarian cysts and tumors are of course removed 
surgically. The constant research in the endocrine 


laboratories has proved fruitful in that cases of - 


adrenogenital syndrome are no longer treated surgi- 
cally. These patients are easily maintained on quite 

small doses of cortisone which inhibits the pituitary 
from overstimulation of the adrenal glands. I repeat 
that there must be no doubt as to diagnosis. If an 
adrenal tumor cannot be ruled out after utilization 
of all diagnostic procedures, such as perirenal and 
perirectal insufflation, bilateral adrenal exploration 
is in order. 

Patients who respond to a single injection of 
progesterone should be given the hormone at inter- 
vals of 3 to 4 weeks for a time, and then have it 
stopped to see if the cyclic interplay of hormones 
will proceed on its own. The most difficult cases 
are those with an endometrium that is refractive to 
hormonal stimulation. When possible any pathologic 
endometriumal tissue should be removed. 

Patients with relative or absolute pituitary failure 
respond well to low-dosage x-ray stimulation of the 
thyroid, pituitary, and ovary. Although there are 
reports in the medical literature which express fear 
of congenital defects in future generations as a result 
of exposure to x-rays, Kaplan,® who originally ad- 
vocated this form of therapy, has examined the 
third generation of patients who received this 
therapy and found no apparent ill effects. This form 
of treatment should be used only after all other 
methods have failed and should be reserved for 
married women who are attempting to conceive. 
The x-ray therapy may cause only two or three 
ovulatory periods and conception should be at- 
tempted immediately following this treatment. Nor- 
mal ovulatory menstruation usually follows after 


delivery. 
Summary 


The adolescent female should always be seen by 
the family doctor, pediatrician, or gynecologist be- 
fore the onset of the menarche. The mother is to 
be evaluated along with the child. Menstruation 
and menstrual hygiene must be explained in great 
detail. Physicians must be aware of the sequence 
of events that leads up to the menarche and should 
be on the lookout for variants which may be physi- 


ologic or pathologic. 
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There are many causes of the one symptom of 
amenorrhea and just as many methods of treatment. 
Etiology and treatment must be individualized in 
each patient. 1419 S. Broad St. 
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ROBERT C. ERWIN, D.O., F.A.C.O.S., Allentown, 
Pennsylvania 


In this paper presacral tumor will be defined as “any 
pathologic tumor mass lying in the concavity of the 
sacrum, retroperitoneally.” 

The condition is apparently quite rare, according 
to the medical literature. We have evidently been 
quite fortunate to see a relatively good series of cases 
in our small hospital; during the past 10 years this 
diagnosis has been made 10 times, in 9 different pa- 
tients. Swinton and Lehman! reported 21 cases seen 
at Lahey Clinic between 1929 and 1957. Mayo, 
Baker, and Smith? reported on a series of 101 cases, 
most of which were chordomas. 


Classification of cases 


A. simple classification has been suggested by 
Swinton and Lehman! which is as follows: 


Congenital Osseous 
Dermoid Osteogenic sarcoma 
Teratoma Chondroma and chondro- 
Chordoma sarcoma 

; Giant cell tumor 

Inflammatory Vascular 


Chronic osteomyelitis 
Perianal fistulas and abscesses 
Tuberculosis of the sacrum 


Hemangioendothelioma 
Arteriovenous aneurysm 


Soft tissue tumors 


Neurogenic Metastatic 
Neurofibroma Tumors 
Neurilemmoma Infections 


Tumors of other pelvic organs 
Uterine leiomyoma 
Ovarian cysts and tumors 
Pregnancy 


Table I shows the distribution of cases in this series, 
roughly according to the classification shown above. 
In two cases, masses which were palpated rectally 
and vaginally were found at laparotomy to be aber- 
rant kidneys. One was normal and was not disturbed. 
The other was a greatly distorted polycystic mass 


*Presented at the annual Clinical Assembly of the American College of 
Osteopathic Surgeons, Los Angeles, October 28, 1959. 
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Presacral tumors* 


with very little normal kidney substance; this was 
easily removed through a lower midline incision, 


TABLE I—DISTRIBUTION OF CASES 


Diagnosis No. of cases 
Inflammatory: tuberculosis of the sacrum 1 
Neurogenic: Neurofibroma 3 
Neurofibrosarcoma 1 
Pheochromocytoma 1 
Metastasis from previously removed 

uterine carcinoma 2 
Other organs: Aberrant kidney 2 
Benign tumors 


Neurofibromas, dermoids, and teratomas usually 
do not cause many symptoms until they become 
large enough to cause pressure on the rectum or 
bladder. This pressure may cause low backache or 
pain down the inner aspect of the thigh, as well as 
constipation and bladder discomfort. Some of these 
tumors, especially those that are infectious, may pro- 
duce sinus tracts dissecting externally at the tip of 
the coccyx, and may easily be mistaken for a piloni- 
dal sinus or anorectal fistula. 

The most important single sign, and one that is 
frequently neglected, is that of a palpable mass be- 
tween the rectum and sacrum. It is a good practice 
to sweep the examining finger posteriorly to investi- 
gate the concavity of the sacrum in all pelvic and 
rectal examinations. 

Roentgenographic studies should always be done 
to see if there are any signs of teeth, as they are fre- 
quently found in congenital tumors such as dermoid 


cysts, or if there are any osseous changes in the ° 


sacrum. 

Two of our cases were discovered at the time of 
gallbladder operations. We have made it a practice 
to investigate the sacral area as a routine part of all 
abdominal operations. 

Goldenberg and Alderman‘ reported an interesting 
case of neurofibroma which occurred in the pre- 
sacral area 8 months after a presacral neurectomy 
had been performed for dysmenorrhea. This is a 


rare complication of such an operation, but one that 
should be kept in mind. 
Following are some illustrative case reports taken 


from our series. 


Case 1 ¢ A 39-year-old white woman was admitted 
to the hospital on June 4, 1957, with a typical history 
of gallbladder disorder. A cholecystectomy was per- 
formed for cholelithiasis. At the time of this opera- 
tion, a tumor mass was palpated in the presacral 
area. 

The patient recuperated from her first operation 
and was readmitted on April 27, 1958, for removal of 
the tumor. This was accomplished through a low 
laparotomy. The pathologist diagnosed the tumor as 

a neurofibroma. The patient is at present well and 
symptom-free. 

This tumor was not palpable either by rectum or 
vagina, even after it had been found at the time of 


high laparotomy. 


Case 2 * A 46-year-old white man was first admitted 
to the hospital on December 11, 1956. His chief com- 
plaint was of pain in the right gluteal area which 
radiated down the inner side of the thigh. This man 
had been seen by several physicians but had ob- 
tained no relief. Our proctologist discovered a pal- 
pable presacral mass, which on x-ray film was seen 
to consist of soft tissue in the presacral area. There 
were no osseous changes. 

A laparotomy was performed, and a well-encapsu- 
lated tumor mass measuring 12.5 by 5.0 cm. was re- 
moved. The pathologist reported that it was a neuro- 
fibroma. The patient made an uneventful recovery. 
He was symptom-free immediately postoperatively, 
and was discharged on December 21, 1956. 

This patient was seen again on January 14, 1959, 
with the same complaints as before. The symptoms 
had started gradually 2 months earlier. Rectal ex- 
amination again showed a presacral mass; this was 
slightly larger than the previous one, and it extended 
downward to the tip of the coccyx and to the right. 
Roentgenograms showed displacement of the right 
ureter, but no evidence of bone destruction. 

Laparotomy was performed and the tumor mass 
was removed. This entailed considerable difficulty 
because of its attachment to the sacrum and right 
ureter. The pathologist diagnosed it as a neurofi- 
brosarcoma. The patient was discharged symptom- 
free on January 23, before confirmation of the tissue 
diagnosis. 

Within 4 weeks the symptoms recurred with severe 
pain and obstipation. Upon rectal examination, the 
entire pelvis was found to be filled with a very large, 
hard mass, which seemed to originate from the site 
of the previous tumor bed. Roentgenographic studies 
showed a neuroma which extended from the first 
lumbar to the first sacral vertebra. There were also 
indications of an extramedullary tumor in this area, 
and a large intra-abdominal tumor mass. The patient 
was referred to a larger institution for high-voltage 
therapy, and is terminal at the present time. 

I have never seen a tumor grow as rapidly as this 
one did after the second operation. 
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Case 3 * This 49-year-old female was admitted to the 
hospital on November 5, 1956, with a typical history 
of gallbladder symptoms and cholelithiasis. She also 
gave a history of transient hypertension, and stated 
that at a previous pelvic operation a tumor mass had 
been discovered. She had been advised not to have 
it removed because of its attachment to large blood 
vessels. 

While performing the cholecystectomy, the tumor 
mass was palpated. During this procedure the anes- 
thetist was astonished to see that her blood pressure 
rose until it almost went off the spygmomanometer. 

In the postoperative period, a Regitine test was 
performed. On injection of 5 mg. of this substance, 
the patient’s blood pressure dropped from 230/120 
to 140/80. It was decided that the presacral tumor 
was a pheochromocytoma. 

The patient was allowed to recuperate from the 
gallbladder operation, and was readmitted on Janu- 
ary 13, 1957. On admission, her blood pressure was 
238/110, and she gave a typical history of sudden 
attacks of severe hot flashes and profuse sweating. 

A low laparotomy was performed. A firm oval 
mass was found in the presacral area, extending 
from the bifurcation of the aorta to the third sacral 
level. This was removed with a great deal of diffi- 
culty because of its attachment to the common iliac 
arteries and veins. Regitine was administered during 
the operation to control the severe hypertension. 

In the immediate postoperative period, extreme 
hypotension was the most difficult problem. How- 
ever, she eventually recovered and was discharged 
on January 24, 1957, with her blood pressure at 
140/80. The pathologist’s report indicated that the 
tumor was a pheochromocytoma or functioning pre- 
ganglioma. 


Chordomas 


When the tumor is a chordoma, pain is usually the 
chief symptom. In the beginning it may be’ intermit- 
tent, but it later becomes consistent and very severe, 
as the pain of bone destruction characteristically 
does. As the tumor enlarges, it destroys the sacral 


The most important single sign, and 
the one most frequently neglected 
is that of a palpable mass between the 
rectum and the sacrum. It is a 
good practice to sweep the examining 
finger posteriorly to investigate 
the concavity of the sacrum in 


all pelvic and rectal examinations 
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nerves and causes paralysis of the legs, bladder, and 
rectum. 

A mass which is palpable rectally is the principal 
sign. It is hard and rubbery, and may be palpated 
posteriorly in the midline. Roentgen studies are nec- 
essary to a definite diagnosis; they will show bone 
destruction. 

Hsieh and Hsieh‘ give four characteristic changes: 

Expansion of bone, rarefaction and destruction, 
trabeculation, and calcification. 
Diagnosis * A complete history and physical exami- 
nation are necessary, as are sigmoidoscopic examina- 
tion and complete x-ray studies of the area. If the 
tumor is low, and especially if it is palpable pos- 
teriorly, a biopsy should be performed. Aspiration 
biopsy was successful in four out of six patients in a 
study reported by Gentil and Coley.® 

It is also best to do roentgenographic studies of the 
kidneys, to be sure that the ureters are not involved 
in the tumor mass, and to rule out ectopic kidney, as 
was found in our series. 


Treatment 


Benign tumors ¢ The treatment of such benign tu- 
mors as the neurofibromas, dermoids, and teratomas 
is strictly surgical. It can be approached in two 
ways. 

The transabdominal approach is the method used 
in our hospital most often. It is applicable when the 
tumor is high and located in the concavity of the 
sacrum, and when it is large. The usual lower mid- 
line incision is adequate, and the approach is similar 
to the usual presacral neurectomy. The posterior 
peritoneum is incised and the tumor exposed. The 
most important single structure to keep in mind is 
the ureter; in two of our cases, the ureter was in- 
volved in the mass. 

The posterior approach is applicable in small, low- 
lying tumors. The patient is placed prone on the 
table; a midline incision is made over the lower 
part of the sacrum and coccyx; and the anococcygeal 
raphé is cut. The coccyx is usually removed. The 
rectum can be swept forward and the concavity of 
the sacrum exposed by blunt finger dissection, and 


the mass removed. It is best to drain the area ip 
closing. 


Chordoma ¢ If chordoma is suspected, an aspiration 
biopsy should be performed first. If it is positive, it 
is probably best if the skills of the general surgeon, 
orthopedic surgeon, and neurosurgeon can be com. 
bined. 

The approach is posterior, as is described above, 
but it is much more extensive. The glutei are sep. 
arated from the posterior surface of the sacrum and 
the lower three segments of the sacrum removed, 
Depending on the extent of the tumor, there is likely 
to be some nerve damage. The sacrum is separated 
between the second and third segments, the filum 
terminale cut, and the tumor removed. The area 
should be closed with a drain. 

All chordomas should be followed with postopera- 
tive radiation therapy to the area. 


Summary 

Ten cases of presacral tumors of different types 
have been discussed, almost half of which were neu- 
rofibromas. Three case reports have been presented. 

The benign tumors give little pain and produce 
symptoms by exerting pressure on surrounding or- 
gans. The most common malignant tumor of this 
area is the chordoma. This tends to recur, and its 
removal by operation should be followed with radia- 
tion therapy. 

The importance of thorough digital examination 
of the concavity of the sacrum during rectal examina- 
tion is stressed. The presence of a sinus tract in the 
area of the coccyx should arouse suspicion of pre- 
sacral involvement. 1319 Hamilton St. 
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Insulin is a medicament of such long and established 
usage that a recounting of its history would be super- 
fluous. Since its routine use as a therapeutic agent 
for schizophrenia was introduced by Sakel,' it has 
received international recognition. Less well known, 
however, is its application in a host of other prob- 
lems. The procedure for insulin coma therapy has 
become standardized and is a regular part of the 
armamentarium in mental hospitals. 

Statistics showing the rates of recovery and the 
general groups of patients responsive to this form of 
therapy are readily available. Much research con- 
tinues in this area, but the popularity of the severe 


forms of this treatment has waned somewhat because - 


of complexity and relative hazard involved. It has 
become a procedure to use in cases that have proved 
‘refractory to other methods, a situation which would 
make the recorded results appear rather poor. This 
practice of applying insulin coma therapy only to 
cases which would not respond to any other known 
treatment has become especially pronounced since 
the introduction of the ataractic drugs. 

Much remains to be discovered about schizophre- 
nia. Despite the enormous amount of literature on 
the subject, there is no common agreement about its 
nature or the indicated method of treatment. Details 
of treatment still remain a matter for the decision of 
the therapist. 

My concern in this report is not with the severe 
forms of insulin therapy; I shall rather discuss other 
applications of insulin, particularly in the handling of 
psychiatric problems. 


. Physiologic action 
While the physiologic action of insulin is fairly 
*Presented before the staff of the Shozi Mental Hospital, Odawara, 


Japan, September 28, 1959. 
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The use of insulin in the 


treatment of psychiatric problems* 


well established, much is still unknown about its ac- 
tion on the nervous system. Hilton? has conducted 
research on rats, and has discovered that insulin 


_ given in doses sufficient to affect the nervous system 


actually destroys interconnecting nervous fibrils. This 
appears plausible, but to understand insulin as a 
therapeutic instrument I would conceive it as a 
means of “squeezing out the nervous system,” as if 
it were a sponge, and then allowing it to expand with 
a new supply of blood and body fluids and a cleaner 
supply of the necessary ingredients for the nerve 
cells. I am sure this is not what happens, but the 
effect seems to suggest that this is the action. For 
that reason, adjuvants must be used in connection 
with insulin; increased ingestion of fluids and use of 
cholagogues often help the clinical response. 

Of some help in understanding the physiologic ac- 
tion of insulin is the analysis by Kay,’ which includes 
four criteria for determining the prognosis for pa- 
tients undergoing insulin coma therapy. These four 
factors are: hormone balance, degree of physical 
maturity (determined by development of the body 
and of secondary sex characteristics), the pattern of 
ketosteroid excretion during treatment, and the cur- 
rent thyroid activity. The author ties the action of 
insulin into the endocrine system. 

Which view actually explains the action of insulin 
has not been definitely determined. Characteristic of 
other work being done in the field is that of Abdel 
and El Sorougy* who demonstrated that its action 
was enhanced by administration of estrogenic and 
androgenic substances, and of Browne® who has com- 
mented that neither racial characteristics nor an 
equatorial climate produce any unusual features in 
insulin treatment of Asians. 


Therapeutic usage 
The combined use of insulin and electric shock is 
very common in the treatment of schizophrenia. Sar- 


gent and Slater® state that in any large and varied 
group of patients whose initial diagnosis is schizo- 
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phrenia, the best recovery rate is achieved with a 
skillfully combined program of insulin and convul- 
sion therapy, with the proportions in each case based 
on the actual symptomatology. This combination is, 
of course, resorted to when one method or the other 
fails to accomplish the desired end. It was particu- 
larly selected before the present era of ataractic 
medication. 

The variations of this combined assault upon 
schizophrenia are numerous, ranging from slight in- 
sulin action, to outright coma with immediate shock, 
to shock preceding or following an insulin treatment. 
In a way it is a massive attack upon the nervous sys- 
tem. In an attempt to explain how this if effective, 
Bellak,*:7 in an excellent review of the status of 
schizophrenia today, states that some hold that shock 
treatment produces its effects by facilitating the 
tendency toward “spontaneous” remission. This con- 
cept is favored by the general similarity of favorable 
prognostic factors for shock-induced and spontane- 
ous remissions. However, the careful study by Po- 
lonio and Slater showed that insulin coma therapy 
nullified the disadvantages of certain unfavorable 
prognostic indices common to both treated and con- 
trol groups. It is assumed that shock treatment fa- 
cilitates spontaneous remisSion tendencies: this is 
another way of expressing the nonspecificity of shock 
treatment. The mechanisms underlying either type 
of remission are not further elucidated by the con- 
cept. 

Billig and Sullivan’ contend that the value of shock 
is based in the structural damage to the brain sub- 
stance; but the severe procedures they used (shock 
of 3% to 15 hours duration), they acknowledge should 
be used only when previous shock treatments have 
been unsuccessful. Power’? calls attention to the 
marked regression brought about by insulin coma: 

As nervous functioning sinks to an ontogenetically earlier level 
in hypoglycemia, so does the mind tend to recapture earlier 
experience, and to focus its phantasies on the beginnings of 
life. In this movement towards death under insulin there is 
an apparent mental and physical reversal of life’s journey, 
culminating in a point where birth and death appear to meet. 
Truly, may it be said of insulin coma that “the road of death 
is a road already travelled.” 

This closeness to death is mentioned or implied in 
most discussions of insulin coma; an example is cited 
by Leitch."! This is associated with irreversible 
comas,*'? a not uncommon complication in the coma 
therapy. It is attributed to a failure of an adminis- 
tered glucose to penetrate the blood-brain barrier. It 
is usually a very disturbing and hazardous happen- 
ing. This closeness to death or major catastrophe is, 
in my opinion, the mechanism of greatest benefit in 
the severe and drastic therapies. Literally, it means 
that the organism is given a physiologic’® choice of 
recovery or death; very much on the same basis that 
the seasick person stops being sick when the ship 
begins to sink. The criteria of effectiveness is a nar- 
row line—where death looms ominously and yet can 
be kept at a safe distance. It would mean that the 
organism must muster all its resources to stem the 
trend to death, and under such circumstances there is 
no time for a psychosis. (It should be mentioned, 
however, that Alexander’ feels that a negative ap- 
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praisal of insulin coma results from faulty applica. 
tion. ) 

The area of my interest is not with this violent 
form of therapy. As Bourne’ points out, it has lost 
its popularity after 25 years—an event which is un. 
usual, for ordinarily when a method remains accepted 
for that period its future is assured. Bourne calls 
attention to what he says are overlooked or neglected 
facts about insulin coma therapy: that the apparent 
results of treatment are not actually results at all, but 
can be attributed to other factors. Actually, insulin 
coma is still widely used and probably will continue 
to be, but with the introduction of tranquilizers it can 
be expected to be used less and less often. 

This is not the case, however, with the use of in- 
sulin in modified technics and in subcoma doses. It 
is not a therapy confined to schizophrenia but rather 
has a very wide range of application in nervous dis- 
orders. Klemperer, of Germany, for example, was 
the first to introduce an insulin treatment for de- 
lirium tremens.’*'? Insulin had been used in small 
dosages by Kral of Germany, Pollak and Schirmer, 
and by Hadlik of Czechoslovakia, and in shock dos- 
ages by Kulssar and Lajtavori. Robinson used insulin 
and glucose"* in the treatment of alcoholism. Today, 
the use of insulin in the “drying out” process of the 
treatment of alcoholism is quite common and wide- 
spread. 

There are other uses for insulin, not only in the 
treatment of schizophrenia, but also in nervous con- 
ditions. Hill** describes a method of combining it 
with histamine and giving both in relatively small 
doses. Moreno and Schwartz’ have used insulin in 
a rather unique method with resistant patients. Sub- 
shock doses of insulin were given to a small group of 
patients who were brought to the verge of coma, 
then the treatment terminated. They were then con- 
ducted into the psychodrama theater and allowed to 
participate in a psychodrama procedure. Rather en- 
couraging results were obtained. However, the per- 
sonnel must be carefully trained, which limits the 
application of the technic. Sargent and Slater® also 
describe a modified insulin treatment for neurotics, 
and mention its similarity to the old Weir Mitchell 
method. 

Tomlinson” contends that subcoma procedures aré 
as effective in schizophrenia as the coma technic but 
he feels that these treatments must be given for 60 
days. He treated, besides schizophrenics, arterioscle- 
rotic psychotics, alcoholic psychotics, psychotics with 
epidemic encephalitis, psychoneurotics, involutional 
melancholia, manic-depressives, and paranoids. Bel- 
lak’ reviewed the work done with subcoma proce- 
dures for schizophrenia, which some authors reported 
as being as effective as the more severe procedures. 
He commented that while these methods were in 
themselves rather vigorous and required a trained 
nursing staff, a still lighter form of insulin has much 
to offer and is perhaps as effective. 

Squires and Tillim’ state, “Contrary to the general 
impression, the use of insulin for sedation does not 
require great experience, and it is practically free 
from danger to the patient, provided the operator 
does not become over-zealous.” 
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Method of administration 


My technic in the use of insulin is rather uniform, 
with only slight modifications to meet the needs of 
the individual case. The patient is hospitalized and 
given ordinary supportive care which assures ade- 
quate bowel action, regular sleep and rest, freedom 
from irritations and care for symptoms that are with- 
in the range of medication or treatment. Insulin is ad- 
ministered at 3-hour intervals between the hours of 
7:00 a.m. and 4:00 p.m. The reason for this timing 
is to confine the reactions to the daytime. The av- 
erage patient will react to insulin in % to 3 hours. It 
is rather frightening for the patient to experience this 
sort of thing during the quiet hours of night and 
when nursing service is not as active. The initial 
dose is 10 units of regular insulin each 3 hours. The 
following day the dose is increased to 15 units and 
this is continued until a good effect is obtained. 

This reaction consists of a feeling of nervousness 
with a trembling of the hands and body with a sense 
of faintness and rather profuse perspiration. Some- 
times a marked sense of hunger accompanies the re- 
action, but frequently it does not. It is a rather good 
sign for the patient to take a healthy interest in his 
food, especially if he formerly was rather “picky” 
about it. Injections are all given subcutaneously. As 
soon as a reaction occurs, orange juice reinforced 
with Karo syrup is given freely until the symptoms 
disappear. 

When a given dose of insulin has proved effective 
the patient is maintained at this level. As a rule, two 
to three reactions per day will result. The dose can 
be increased or decreased as necessary to control the 
severity of symptoms. Sometimes as much as a single 
unit of insulin will make the difference between a 
very marked reaction and an easily tolerated one. 
Treatment may be continued for many weeks with- 
out any apparent harmful effects. 

Another method is to initiate treatment with 5 or 
10 units each 3 hours for the first day and then on the 
second day increase each dose by 5 units until a 
reaction occurs. The continuing treatment is then 
carried on at that dosage or slightly under it. Reac- 
tions are not. always uniform nor do they always 
occur when expected. However, if a sufficient quan- 
tity of insulin is given, reactions will occur within the 
times specified and with some regularity. Activity 
and the food eaten condition the timing and nature 
of the reactions. 

There is some discomfort to the treatment, but it is 
bearable and not acutely painful. On the other hand, 
a degree of sedation is produced which counteracts 
nervous symptoms, actually making the patient more 
comfortable under treatment than formerly. The pa- 
tient will frequently be able to minimize the disa- 
greeable aspects by being physically active, and by 
association with others. The more understanding of 
the treatment there is around him, the easier it is for 
the patient to take. Much suffering from the treat- 
ment is a result of apprehension and fear. If every- 
thing is proceeding as expected the patient has no 
reason for being uneasy. 

Occasionally, a patient will not react in the ex- 
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pected manner. One of my patients, for example, 
gave no response to the medication until she swooned 
over into a coma. Others will anticipate reactions 
and complain of symptoms that really are not present. 
It is necessary to actually see the tremors and perspi- 
ration. A trained nurse can detect the signs at a 
glance, almost before the patient complains of them. 
Other patients will go into excitable hysteria-like 
states after‘relatively small amounts of insulin. I am 
not sure that insulin is responsible for this behavior, 
but it is so intimately associated with it that it must 
be considered a possibility. Occasionally a patient 
will be slow in responding to glucose. In such cases 
the therapy must be modified: doses should be given 
less frequently and blood determinations of the sugar 
levels made. 

For some time I faithfully ran glucose determina- 
tions on my patients, but it contributed very little to 
the actual therapy. There are no contraindications to 
the treatments except in some diabetics and in a few 
cases where there are disturbances in the carbohy- 
drate metabolism. These disturbances show up very 
quickly with the beginning of treatment, when the 


‘indicated medical care can be administered. 


The use of insulin in ordinary tension states is still 
in its infancy. It is, however, a simple and relatively 
inexpensive procedure and in a surprising large num- 
ber of instances it is very effective. Sometimes 5 units 
once a day have been a steadying influence. One of 
my alcoholic patients, a woman, remained abstinent 
for 2 years with this small dosage, which she gave to 
herself each morning. Whether the result was due 
to suggestion or otherwise, the clinical response was 
just as real. 

Insulin may be used with office patients. In such 
instances I prescribe 5 to 10 units % hour before each 
meal. Most patients are able to give it to themselves 
with a little instruction. Often the control of a ner- 
vous patient is maintained in this manner with a 
minimum of other medication. 

In considering insulin as a therapeutic instrument 
I wish to call attention to its action upon the sym- 
pathetic nervous system. It will in small doses reduce 
the level of blood phosphorus and concomitantly 
have a quieting action upon the autonomic nerves. 
Page and Brooks,” in a rather unique series of ex- 
periments, have shown this mechanism in relation to 
the occurrence of caries of the teeth. In like manner, 
by precise blood measurements the action of insulin 
was shown to be related not only to the blood levels 
of glucose, but also to phosphorus and calcium. 

Methods of treatment are often described in detail, 
as I have here, but in the past it has been shown that 
the drugs and procedures are not always the real rea- 
son for the progress shown. Margolin,?? in an excel- 
lent discussion of the factors responsible for clinical 
improvement, attempts to show that certain princi- 
ples attach to clinical progress, and that it is impossi- 
ble to adequately appraise the effectiveness of a 
treatment without giving consideration to the pa- 
tient’s emotional factors. He concluded from a 10- 
year study that within certain limits physiologic, 
pharmacologic, and biochemical predictability in the 
human being was variably influenced by psychologic 
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factors such as transference, affects, and perceptual 
processes. He states further: 
It became apparent that the capacity to display the art of 
medicine was a characterological asset in the personality of a 
given physician. It consisted of great tolerance for the 
characteristic irrational and regressed behavior of sick people; 
an intuitive skill in the timing of speech and action leading to 
the enhancement of the dependency and cooperation of pa- 
tients; and an ability to carry with grace the role of omnipo- 
tence and omniscience imposed upon them by their patients. 

Bennett® stresses the value of psychotherapy in 
conjunction with subcoma insulin therapy and speci- 
fically states that anxiety states and conversion hys- 
terias are benefited. Cohen* suggests a method of 
using subshock insulin on an ambulant basis and 
states that subcoma doses of insulin have an almost 
specific effect in relieving anxiety and tension. The 
personality of the doctor plays a real part in the suc- 
cess of modified insulin technics, and the faith the 
patient has in his doctor definitely influences the out- 
come. It affects the action of the insulin and will 
often determine the dosage required to accomplish 
the desired therapeutic effect. It is almost impossible 
to divorce the dynamic aspects of a treatment situa- 
tion from the physical; the very nature of the prob- 
lems treated implies a personal need, which very 
often the doctor supplies. In the practice of the av- 
erage American psychiatrist, formalized psychother- 
apy is not a prominent part. Bedel,”* in a very careful 
study of the time spent by the psychiatrist in the 
various phases of his professional activity, states: 
Psychotherapy was carried out in the conversational method 
with a good deal of interpretation and no non-directive ther- 
apy. . . . Physical treatment included classical electroshock, 
electro-stimulation, insulin sub-shock, insulin coma, and car- 
bon dioxide. Various medications were used, with the general 
principle of reducing medication to a minimum as quickly as 
possible. 

From the small amount of information published in 
American journals I have been able to learn only a 
little of the methods used by Japanese psychiatrists, 
but the consensus does seem to be that psychiatric 
care in Japan is basically organically oriented,”* de- 
spite the Morita technic. However, one cannot di- 
vorce the physician from his patient, and the rela- 
tionship between the two does play a role in the 
outcome of treatment. The cultures of Japan and 
America are different and the application of similar 
procedures will naturally be different, but anatomy 
and physiology are the same the world over. 


Summary 
Insulin is one of the important tools of psychiatric 
therapeutics. It is used in coma and subcoma meth. 
ods, and while the use of insulin coma therapy jg 
declining, subcoma procedures are increasing in pop: 
ular usage. A technic of ambulant or modified insulin 
therapy has been given with indications for its use 

and signs of its effectiveness. 
The Meyers Clinic, 724 S. Parkview §¢. 
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Surgical significance of 


appendiceal x-ray studies 


ABRAHAM LEVIN, A.B., D.O., and J. HARRIS 
JOSEPH, A.B., M.Ed., D.O., Philadelphia, Pennsyl- 


vania 


The Departments of Surgery, Radiology, and Pathol- 
ogy have cooperated in this study of a group of 150 
appendiceal x-ray examinations done at Metropolitan 
Hospital. The study was an attempt to determine the 
value of preoperative x-ray appendiceal studies as a 
diagnostic aid to the surgeon. 


Historical background 


In 1909 Béclére reported his accidental finding of 


a bismuth-filled appendix in a patient to whom he . 


had given a bismuth meal 3 years earlier. This work 
was verified in 1910 by Liertz and Belot. Since that 
time radiologists such as Desternes, Case and George 
and Gerber have contributed additional material on 
criteria for x-ray diagnosis of appendiceal disorders.’ 

However, specific studies which correlate the ap- 
pendiceal x-ray findings with the pathologist’s report, 
after an appendectomy is performed, are few. One of 
the most recent studies was published in 1954 by 
Chrom and Gudbjerg.? They added a carboxymethy]- 
cellulose to the usual barium medium used for ex- 
amination. Then the x-ray findings were correlated 
with the gross pathology report at the time of sur- 
gery. Of the 90 patients studied, 20 had operations 
performed. There was a positive correlation between 
the x-ray findings and the gross pathologic report 
from surgery for each of the 20 patients. The authors 
concluded that none of the 20 patients was subjected 
to “needless surgery.” 

The most recent articles on this subject appeared 
in the British Journal of Radiology.** A clinical, ra- 
diologic, and pathologic study was made of 50 con- 
secutive patients on whom appendectomies were 
performed on account of a diagnosis of chronic or 


°Dr. Levin is senior attending surgeon at Metropolitan Hospital and Dr. 
Joseph is a third year surgical resident. 
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recurrent appendicitis. It was concluded that radio- 
logic examination is of no value in the diagnosis of 
chronic or recurrent appendicitis except to exclude 
other conditions which may cause similar symptoms, 
and occasionally to detect a radiopaque calculus in 
the appendix. 


Reasons for undertaking study 


We feel that diagnosis of “surgical disease” of the 
appendix is primarily a clinical problem. History and 
physical examination should carry more weight than 
x-ray and laboratory findings. However, since ap- 
pendectomy is the most common abdominal proce- 
dure performed, the number of mis-diagnoses is very 
large. Therefore, we felt that it was important to de- 
termine if there were any studies which could help 
eliminate needless or incorrect surgical procedures. 

On this point, we are in agreement with Buckstein,* 
who states: “Assuming that roentgen examination 
does no more than to eliminate the appendix as the 
cause of right lower quadrant pain by the demon- 
stration of these other abnormalities [tumor of the 
cecum, renal calculus, and other causes], both func- 
tional and organic, it has accomplished a useful pur- 
pose.” It was with this in mind that we undertook 
a study of the usefulness of appendiceal x-ray as a 
diagnostic aid for the general surgeon. 


Roentgen technic and criteria of pathology 


Roentgen technic varies somewhat with the differ- 
ent authorities. However, the essential points of an 
appendiceal x-ray study include an abdominal survey 
film followed by a barium meal administered orally. 
Fluoroscopy and spot films are then taken at various 
intervals. In some instances, a barium enema has 
been utilized for appendiceal x-ray studies; this is 
not favored by most authorities. In our department, 
an initial abdominal survey film is followed by oral 
administration of 6 to 8 ounces of a colloidal barium 
suspension. 
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Fig. |. Appendiceal x-ray taken at 48 hours. It was reported posi- 
tive on the basis of barium retention and persistent tenderness over 
the appendix. The pathology report indicated it to be pyoappendix. 


At 3 hours and at 24 hours, single prone abdominal 
films are obtained. Fluoroscopic examination of the 
right lower quadrant is performed at 24 hours. If the 
appendix is opacified, its mobility and flexibility are 
determined, and the presence or absence of tender- 
ness localized to the appendix is recorded. Spot 
filming of the opacified appendix is occasionally done, 
but only when the examiner feels that the conven- 
tional prone position might not have adequately de- 
lineated the barium-filled appendix. 

In the small percentage of cases in which the entire 
right colon is empty of barium and the appendix is 
not visualized in 24 hours, the examination is termi- 
nated. Otherwise, another prone filming is made and 
similar fluoroscopic evaluation is pursued at 48 hours 
(Fig. 1). 

Should the right colon still contain more than 
traces of barium and the appendix still be opacified, 
a similar 72-hour examination is performed (Fig. 2). 
In the event that the right colon is empty and the 
appendix remains opacified at 48 hours, or if the 
appendix was opacified at 24 hours and is not visual- 
ized at 48 hours, the study is terminated. 

The procedure has only rarely been carried beyond 
72 hours (Fig. 3). 

If tenderness is to be interpreted as appendiceal 
in origin, it should be most marked directly over the 
organ and should not be elicited, or should be con- 
siderably less intense as the palpating finger moves 
off the structure. Hirst® explains that the pain is a 
result of increased visceral tension in the. organ. 
Whatever the mechanism, we agree that tenderness 
in what is shown to be the appendiceal area is the 
most reliable roentgen criterion for pathologic 
change. 

The normal appendix, if longer than 5 mm., is 
usually freely mobile on pressure, especially at its tip. 

The normal appendix usually empties at the same 
time as the cecum (24 to 48 hours after the barium 
meal). If the appendix is still filled with barium 
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after the entire colon (or the cecum or ascending 
colon) has emptied, Feldman® claims that this is g 
sign of potential pathologic significance. An abnor. 
mal period of retention of the contrast medium in the 
appendix is usually considered pathologic, indicative 
of poor drainage. However, it does not necessarily 
indicate a surgical appendix. 

When any two of the above three findings (tender- 
ness, fixation, or delayed emptying time) were pres- 
ent, we felt that the roentgen study was compatible 
with appendiceal inflammatory disease. Calcified 
concretions within the appendiceal lumen were also 
accepted as an indication of appendiceal pathology, 
More dubious signs, such as incomplete filling or 
nonvisualization of the appendix, irregularity of the 
lumen, fixation of the cecum or ileum, or ileal stasis, 
were not considered too significant for roentgen diag- 
nosis of appendiceal pathologic change. 


Statistics 

In the 3-year period of January 1956 to January 
1959, a total of 150 appendiceal x-ray studies were 
done by the Department of Radiology at Metropoli- 
tan Hospital. The patients were rather evenly divid- 
ed between males and females. Their ages ranged 
from 3 to 60; however, 50 per cent of the patients 
were between the ages of 6 and 14. 

Of the 150 cases, 46 were reported positive for 
appendiceal disorders on the basis of the above cri- 
teria. It is interesting that every positive case except 
one included a report of some degree of tenderness 
over the appendix as seen by fluoroscopy. 

Two important considerations in this study were: 
Which patients went to surgery, and what were the 
microscopic appendiceal findings on these patients? 
Thirty-eight of the 46 patients on whom positive 
results were found were subjected to operation, an 
appendectomy in each instance. In the 8 remaining 
positive studies, the clinical findings had changed by 
the time the x-ray studies had been completed, and 


Fig. 2. Appendiceal x-ray taken at 72 hours. This case was reported 
positive on the basis of barium retention and tenderness in right 
lower quadrant for 72 hours. The pathology report indicated that 
it was a normal appendix. 
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Fig. 3. Appendiceal x-ray taken at 120 hours. It was reported 
positive on the basis of retention and tenderness over appendix. 
The pathology report stated that it was a normal appendix. 


the surgeon did not feel that surgical intervention 
was warranted. 

Microscopic examination of the appendices re- 
moved at the time of operation in positive cases re- 
vealed the following: 


Acute subsiding 3 
Normal 6 
Lymphatic hyperplasia 13 
Chronic recurrent 13 
Pyoappendix 2 
Enterobius vermicularis 1 


Of the 110 negative studies, laparotomy was still 
felt to be indicated in 15 patients. None of the 15 
patients with negative studies who underwent ap- 
pendectomy had any degree of acute appendicitis. 
Microscopic examination of the appendices in these 
15 patients revealed the following: 


Normal 1l 
Lymphatic hyperplasia 2 
Chronic recurrent 1 
Enterobius vermicularis 1 


On the 53 patients who went to surgery (with both 
positive and negative studies), appendectomy was 
the only surgical procedure performed. There were 
no other pathologic findings in any of these patients. 


Discussion of results 


If it is assumed that any stage of acute appendi- 
citis or chronic recurrent appendicitis is a justifiable 
indication for surgical removal of the appendix, then 
we can draw some tentative conclusions from this 
study. 

It is not our intention to include in this report a 
discussion of the merits of an appendectomy for the 
so-called “chronic recurrent appendix.” A survey of 
the literature shows that this condition is generally 
more acceptable as an indication for surgery in 
Europe than in the United States. 

Shanks and Kerley’ state that those clinicians who 
do not believe that chronic appendicitis is a clinical 
entity, do not send their cases to a radiologist. There- 
fore, the majority of the cases referred for examina- 
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tion are in the hands of clinicians who require only 
slight encouragement from the radiologist to con- 
demn the organ and have it out. We do not fully 
agree. 

Mays claims that only 15 per cent of patients op- 
erated on for appendicitis are cured. White feels 
that 50 per cent of these so-called chronic cases are 
misdiagnosed. Jensen concludes that chronic appen- 
dicitis is one of the diagnoses which has led to the 
largest number of needless operations in the field of 
abdominal surgery. We concur with the latter state- 
ment. 

In order to fully compare x-ray findings with ap- 
pendiceal surgical findings, even debatable surgical 
appendices were included in our study. Specifically, 
we refer to acute subsiding appendicitis and pyoap- 
pendix, as well as chronic recurrent appendicitis and 
Enterobius vermicularis. We considered these condi- 
tions as surgical appendices in this study. Even when 
chronic recurrent appendicitis was included, how- 
ever, only 50 per cent of our positive appendiceal 
studies showed “surgical appendices” on the basis 
of microscopic examination. 

The most common age for an acute appendicitis is 
between 15 and 30 years of age.” However, 50 per 
cent of all patients we examined were between the 
ages of 6 and 14. This could indicate that appendi- 
ceal pathologic change is more difficult to diagnose at 
this age. 

Although the x-rays showed no other abnormali- 
ties, such as cecal tumor or renal calculus, we feel 
that in a larger group of patients this point could be 
better evaluated. 

Of the 15 patients in whom x-ray studies were 
negative, who underwent operation, nonsurgical ap- 
pendices were found in 13 patients. The 2 other 
cases fall in the “debatable surgery” category. There- 
fore, most surgeons would consider these 15 negative 
studies as “nonsurgical appendices.” 


Conclusions 


1. A positive appendiceal x-ray report cannot by 
itself be considered a significant aid to the diagnosis 
of a true “surgical appendix.” 

2. On the basis of our studies, the real value of 
appendiceal x-ray occurs from negative findings. A 
negative x-ray will practically always mean no ap- 
pendiceal pathologic change. Therefore, operation 
specifically for removal of the appendix should not 
be done if the patient has a negative x-ray study. 

3. The diagnosis of the “surgical appendix” must 
be chiefly a clinical one, based on history and physi- 
cal examination of the patient. However, where some 
question persists, the appendiceal study may be of 
value in ruling out the appendix as cause for opera- 
tion. 


Summary 


One hundred and fifty appendiceal x-ray studies, 
taken at Metropolitan Hospital, were surveyed to de- 
termine their value as a diagnostic aid to the general 
surgeon. Of these patients, 53 went to surgery. Mi- 
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croscopic examinations of the appendix were com- 
pared with x-ray findings. 

The most significant finding was that a negative 
appendiceal study practically always means a non- 
surgical appendix. According to our results, positive 
appendiceal studies are not reliable indices of a sur- 
gical appendix. 

In order to draw definite conclusions, a survey of a 
larger number of cases would seem necessary. 

300 Spruce St. 


We wish to acknowledge the cooperation of the 
Department of Radiology and Pathology in the prep- 
aration of this paper. 
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Clinical evaluation of dexamethasone 


Preliminary report* 


HARRY B. ELMETS, B.A., D.O., Assistant Professor 
of Osteopathic Medicine (Dermatology), College of 
Osteopathic Medicine and Surgery, Des Moines, Iowa 


first major advances in providing drugs which were 
more anti-inflammatory but had sufficiently few side 
effects to make them usable with reasonable caution. 
General gastrointestinal upsets, peptic ulcer forma- 
tion (with or without hemorrhage or perforation), 
and cutaneous petechiae or ecchymoses were report- 
ed. Methyl prednisolone was yet another advance, 
providing more activity with greater safety. 

The search continued until triamcinolone was syn- 
thesized. In certain situations it was probably su- 
perior to the delta drugs or to the methylated pred- 
nisolone, but some old side effects were still to be 
found plus a few new ones such as anorexia, nausea, 
loss of body weight, and marked weakness of the 


muscles, especially of the lower extremities.** 


Since the advent of cortisone and hydrocortisone as 
anti-inflammatory agents in the treatment of a wide 
variety of dermatologic diseases, it has become nec- 
essary for the therapist to consider wisely whether or 
not to use these drugs; and, if so, in what dosage and 
with what anticipated risks. 

While these medications in their original state 
nearly revolutionized the care of the skin patient, it 
was not long before modifications in the basic struc- 
ture of the molecules brought forth new products. 

The first new synthetic was 9-alpha fluorohydro- 
cortisone. It had much greater anti-inflammatory 
action than either cortisone or its parent substance. 
However, in practice it was found to be somewhat 
less than desirable because of a number of side ef- 
fects, such as. marked sodium excretion and potas- 
sium retention.” 

Prednisone and prednisolone were probably the 


Description of drug 


Finally chemical manipulation has evolved the 
most effective anti-inflammatory drug yet synthe- 
sized. This product is 16 alpha-methyl-9-alpha flu- 
oroprednisolone (dexamethasone) (Deronil). 

Clinical results have demonstrated its. potency to 
be about thirty times that of hydrocortisone’ and 


*Presented at the annual meeting of the American Osteopathic Coll : a . . 
seven times that of prednisone or prednisolone.* This 


of Dermatology, Chicago, Illinois, July 14, 1959. 
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js caused by substitution of a methyl radical at the 
16-alpha carbon position. Oliveto and associates® 
remark that this methylation contributes to anti- 
inflammatory activity, whereas 16-alpha hydroxyla- 


tion does not. 


It is further seen that such undesirable side effects 
as salt and water retention and gastrointestinal upset 
vary from minimial to nonexistent within ordinary 
dosage ranges. It has been recorded that 1 mg. 
given orally has caused a decrease in circulating 
eosinophils in 6 hours; that there was no increase 
in blood pressure, respiratory rate, pulse, or body 
weight; and finally, that daily laboratory procedures 
recognized no sodium retention or increased potas- 
sium excretion.* 


TABLE I—RESULTS OF TREATMENT WITH DEXAMETHASONE 


In an investigation by Bunim and associates,? no 
edema, hypertension, peptic ulcer, pathologic frac- 
tures (from corticoid-induced osteoporosis), or im- 
pairment of carbohydrate tolerance were recorded. 

It is interesting to note that in one article* while 
Boland is quoted as saying that all corticosteroids 
are ulcerogenic, Palmer is quoted as remarking that 
there may be no relationship between gastrointestinal 
tract ulceration and steroid therapy, and that the per- 
centages are about the same in the control group. 

Long-range therapy may in time demonstrate 
problems that are not yet obvious, although two 
patients who have been receiving 2.75 mg. per day 
and 3.0 mg. per day respectively, for a period of 
several months, have shown no adverse effects what- 


Maximum Side 
Dermatosis dose Effects Remarks 

Allergic 0.75 mg. None All cleared, in shortest time of 3 days to longest 

eczema q.id. time of 2 weeks. One patient was a controlled 
diabetic on Orinase 

Alopecia 0.75 mg. None No effect; unable to control emotional aspects; 4 

areata t.id. months of therapy : 

Alopecia 0.75 mg. None Hair growing well after 6 months of therapy 

totalis t.id. 

Atopic 0.75 mg. None All cleared, in shortest time of 3 days to longest 

eczema b.i.d. time of 2 weeks 

Dermatitis 0.75 mg. None Three cases cleared completely and 1 case im- 

medicamentosa q.i.d. proved, in shortest time of 3 days to longest time 
of 1 week 

Dermatitis 0.75 mg. None All cleared, in shortest time of 24 hours to longest 

venenata q.id. time of 1 week. Two cases had recurrences; both 
were industrial 

Infectious 0.75 mg. None Both cleared, one in 1 week and one in 2 weeks 

eczematoid q.id. 


dermatitis 
Insect bites 


Lichen planus 


Neurodermatitis 


Nummular 
eczema 


Pityriasis 


rosea 
Pruritis ani 


Psoriasis 
Recalcitrant 
pustular 


eruption 


Rhus dermatitis 


Urticaria 
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0.75 mg. 
b.id. 


0.75 mg. 
b.id. 


0.75 mg. 
q.id. 


0.75 mg. 
q.i.d. 


0.75 mg. 
q.i.d. 


0.75 mg. 
q.id. 


0.75 mg. 
q.id. 


0.75 mg. 
q.id. 


0.75 mg. 
q.id. 


0.75 mg. 


q.i.d. 


One patient had cutan- 
eous flushing, which 
also appeared with 
other steroids 


Vague. gastrointestinal 

upset; patient was 

chronic alcoholic 
None 


None 


None 


None 


Cleared in 1 week 
Improved slightly in 1 week; less pruritis 
One improved in 2 weeks; the other showed little 


change 


One case cleared in 1 week; on the other there 
was no report 


All improved and had less pruritis after 1 week 


Markedly improved in 3 days, but never returned 
after that 


Both improved, one in 1 week and one in 1 month 


All improved, but none cleared 


Cleared in 1 week 


All cleared, in shortest time of 48 hours to longest 
time of 1 week 


2 
y 
‘ 
| 
rit 
1 None 
1 None 
‘ 
just 
1 
2 
4 


soever. Continuation of therapy could result in tox- 
icity, but it may be pointed out that toxicity with 
previous products at comparative dosage schedules 
has been manifested at a much earlier time. 


Clinical trial 


The variety of conditions treated} was fairly rep- 
resentative of an average dermatologic practice, as 


shown in Table I. The choice of corticosteroid ther- 


apy may be open to criticism in some instances. 
However, for purposes of investigation, evidence of 
inflammatory skin disease was the basic requirement. 
Whether these diseases should ordinarly be treated 
by such methods was not a primary consideration; 
nor was complete cure a necessity. In short, im- 
provement by anti-inflammatory action and minimal 
side effects were the properties being investigated. 
In these days of multiple therapy, one would assume 
that a single drug or form of treatment is seldom 
employed. As far as cure is concerned, obviously 
some conditions such as dermatitis venenata must 
have eradiction of the offending allergen. In neuro- 
dermatitis, the psychic excitant must likewise be 
removed, regardless of the corticosteroid used. 


Conclusions 


It is my considered opinion that, after reading the 
available literature and evaluating both clinic and 
private patients on dexamethasone, results with this 
medication are usually excellent and side effects are 


+The dexamethasone used in this study was supplied as Deronil by the 
Schering Corporation, through the courtesy of Dr. Chester J. Szmal of 
the Division of Clinical Research. 


minimal or completely absent. I believe that it is g 
better drug, not only because of its increased ant. 
inflammatory activity, but also because of markedly 
lessened side effects. 

Dexamethasone may not be the final answer to 
anti-inflammatory medication. Indeed, new synthet. 
ics are undoubtedly being tested now, and the po- 
tentialities are apparently infinite. However, it seems 
to be the most potent product with the least side 
effects of any corticosteroid yet available. 


Summary 


A brief background has been given on the prog. 
ress of development of corticosteroids. A clinical 
evaluation has been made in a variety of common 
dermatoses. An attempt has been made to consider 
expected results, side effects, and anticipated course 
of the diseases with dexamethasone therapy as op- 
posed to other previously used corticosteroids. 

1121 Savings & Loan Bldg. 
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FRANKLIN J. SCHNEIDERMAN, D.O., Kirksville, 
Missouri 


The purpose of this article is to bring to the physi- 
cian a total picture of juvenile diabetes, including 
both current thinking on the subject and some of the 
older classic material. There have been no recent 


monographs of this type. 
General considerations 


Definition * Juvenile diabetes mellitus is a disorder 
in which a derangement of metabolism occurs be- 
cause of a lack of endogenous insulin, most apparent 
in the utilization of carbohydrate, but also affecting 
fat, protein, and mineral metabolism. It is clinically 
recognized in childhood by an acute onset in which 
glycosuria, hyperglycemia, ketoacidosis, and some- 
times coma are evident. 


History * The disease was recognized symptomatical- 
ly very early. In the papyrus Ebers, a copy of an 
Egyptian medical journal already old in the time of 
Moses, a disorder characterized by the frequent pass- 
ing of large quantities of urine was mentioned. Are- 
taeus, in the second century A.D., described the 
disorder and gave it the name “diabetes,” the Greek 
word for “a siphon,” because of the copious passage 
of urine which characterized it. However, the identi- 
fication of sugar in the urine awaited the experiments 
of Dobson in 1776. 

While Claude Bernard (1877) attributed the excess 
production of sugar to the liver, the important role 
of ‘the pancreas became evident in 1889 from the 
extirpation experiments of von Mering and Minkow- 
ski. The essential internal secretion of the pancreas, 
insulin, was extracted and identified by Banting and 
Best in 1922. 

Epinephrine was found to counteract some of the 


*This paper was written during residency training in the Department 
of Pediatrics, Kirksville Osteopathic Hospital, under the Mead Johnson 
Graduate Education Program. 
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Juvenile diabetes mellitus* 


effects of insulin. More recently, the experimental 
investigations of Houssay, Young, Long, and others, 
have elucidated the role of other endocrine glands 
in the production of diabeticogenic agents or insulin 
antagonists. Progress is still being made, as evi- 
denced by the faster and simpler methods of blood 
sugar determination and the newer therapeutic 
agents such at Lente insulin and the oral hypogly- 
cemic agents. 


_ Incidence * Diabetes is not a frequent disease of 


childhood.? The general incidence of the disease, 
though not accurately known, is steadily increasing. 
Five to 8 per cent of the total diabetic population is 
of the juvenile type. White,? however, states that 
only one child in 2,500 contracts diabetes before the 
age of 15 years. There is no preponderance in the 
female sex as with the adult type, the actual ratio 
being nearly half and half.* 


Etiology 


It has been stated that every individual who de- 
velops diabetes does so because of an inherited pre- 
disposition to the disease. Secondary factors permit- 
ting the expression of the gene are presupposed 
because the clinical signs and symptoms of diabetes 
are only very rarely evident at birth or soon there- 
after. 


Heredity * Many authors** agree that this disease 
appears to be hereditary and in most instances is 
transmitted as a recessive character. It behooves us 
to delve carefully into a patient’s history to determine 
his possible genetic predisposition. There will be 
cases in which no known relative has manifested the 
disease, although a positive history will later be ob- 
tained in a number of these cases. 

The theoretic chances of inheritance of diabetes 
mellitus, based on the assumption that it is a reces- 
sive character, can be stated as follows: All the 
children from the union of two diabetics should, if 
they live the normal expectancy of life, eventually 
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Obesity, while playing an important 
part as a precipitating factor 
in adult diabetes, is not 
significant in juvenile cases. Only 
5 per cent of children exceeded 
their expected weight. In 
contrast, overheight was found 


in 86 per cent of diabetic children 


have the disease; one half of those from the union 
of a diabetic with a nondiabetic, but from a diabetic 
family; one fourth of those from the union of two 
nondiabetic persons from diabetic families; and none 
from the union of a diabetic with a person from a 
nondiabetic family.* 


Precipitating factors * The first considered second- 
ary or precipitating factor is infection, especially of 
the upper respiratory tract. Danowski, in a report 
of 191 cases, cites a history of antecedent infection, 
usually of the respiratory type, in 61 per cent. In 
contrast, White* reports only a 10 per cent incidence 
of infection associated with the onset of diabetes in 
504 cases. Nelson* states, “When one considers the 
relative frequency of infections and the infrequency 
of diabetes mellitus in children, there does not ap- 
pear to be a strong argument for assuming such a 
relationship.” However, in diabetes associated with 
mumps infection there would seem to be a direct 
insult to the insulin-producing islet tissue, but the 
majority of infections without a predilection for 
glandular tissue act antagonistically to insulin. 
Obesity, while playing an important part as a pre- 
cipitating factor in adult diabetes, is not significant 
in juvenile cases. Only 5 per cent of the children at 
the onset of diabetes have exceeded their expected 
weight for their age. In contrast, overheight was 
found in 86 per cent of Joslin Clinic diabetic children 
measured within 3 months of the onset of diabetes.” 
The relationship of endocrine glands other than 
the pancreas is not well understood. Diabetes can be 
produced by injection of pituitary extract in a dog. 
Hartman and Brownell’ and Long and Lukens* have 
shown that the typical symptoms of diabetes, follow- 
ing removal of the pancreas in experimental animals, 
deo not develop if the adrenal glands are also re- 
moved. Adequate replacement therapy by injection 
of adrenal cortical extracts restores the diabetic syn- 
drome. The thyroid hormone, because of its effect on 
body metabolism, would be expected to exert some 
influence on diabetes mellitus, and it has been shown 
when hyperthyroidism accompanies this disease the 
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severity of the symptoms increase.? Even with the 
foregoing experimental work the exact counterpart in 
humans has not definitely been established. 


Pathologic physiology 


Before discussing the clinical manifestations or 
treatment of this disease, one must appreciate the 
pathologic physiology involved. There are disturbed 
metabolic patterns in the diabetic other than a dis- 
ordered utilization of glucose, many of which are not 
understood. 

Let us now follow the course of events in a case 
of diabetes from its inception to its termination in 
coma. In experimental animals the first thing that 
occurs after the removal of the pancreas is the disap- 
pearance of glycogen from the liver. The same oc- 
curs in skeletal muscle but not as rapidly. With the 
decrease of glycogen in these tissues there is an in- 
crease in the blood sugar. As the hyperglycemia 
reaches levels of about 200 mg. per 100 cc., the 
amount of glucose filtered through the renal glomer- 
uli and presented to the tubules exceeds the capacity 
of the latter to reabsorb it, and glycosuria results, 
The small amounts at first effect no changes, but the 
large quantities of urinary glucose which soon appear 
lead to profound changes in the fluid and electrolyte 
economy of the body. Children have poor reserves 
of glycogen, as well as of fluid and electrolytes, in 
comparison with adults. A rampant course is the re- 
sult. The excretion of sugar requires considerable 
water, and the urine volume is consequently in- 
creased. This naturally causes thirst. For a short 
time body stores and intake of fluid can compensate 
for this loss. Eventually, however, owing in part to 
a washing out of electrolytes in the process of diure- 
sis, this compensation fails with resulting dehydra- 
tion, hemoconcentration, polyuria, and polydipsia. 
Thus we have accounted for two of the three classic 
signs seen in diabetes. 

Polyphagia results from glycosuria; if in a 24-hour 
period there is an output of 4 liters of urine with a 
four plus Benedict, which may mean a 3 to 5 per cent 
glucose concentration in the urine, there would be 
a loss to the body of 120 to 200 grams of carbohy- 
drate, or up to 800 calories per day. This is a sub- 
stantial part of a child’s dietary intake. For a time 
he is able to maintain equilibrium, but since most of 
the extra carbohydrate he eats is promptly excreted 
in the urine, the caloric balance soon becomes nega- 
tive and loss of weight inevitably supervenes. In 
addition, the increased glycosuria occasioned by 
overeating causes further diuresis, dehydration, and 
salt depletion, a truly vicious cycle. 

Accompanying the loss of weight incident to glyco- 
suria is the breakdown of depot fat and muscle pro- 
tein, which are called upon to serve as fuel in the 
absence of usable glucose. When the catabolism of 
fat becomes rapid enough to provide ketone bodies 
in excess of the tissues’ ability to consume and kid- 
neys’ ability to excrete them, ketosis results. 

These ketone bodies are acid and as such must be 
neutralized to maintain the normal blood pH. These 
acids are compensated for by the buffer systems of 


the blood, which for a time prevent a serious fall in 
serum pH, but the alkali reserve is overcome with 
the loss of fixed base in the urine. Such a loss would 
be greater were it not for the fact that the kidneys 
increase their manufacture of ammonia, which to a 
degree spares sodium, by combining with the acid 
radical. As ketosis becomes more severe, these de- 
fenses break down. In particular, sodium, potassium, 
and magnesium leave the body in large amounts. 
The loss of this fixed base along with dehydration 
and secondary renal dysfunction facilitates develop- 
ment of the acidosis. The resultant fall in the blood 
pH stimulates the respiratory center. This is first 
manifested as hyperpnea, but eventually progresses 
to Kussmaul’s air-hunger type of breathing seen in 
the stage of coma. With the onset of vomiting, which 
occurs by a mechanism not well understood, the loss 
of chloride in particular, along with base and water, 
becomes extreme. Abdominal pain, which presum- 
ably originates on the basis of salt depletion, as in 
heat stroke, is common at this stage and may be mis- 
taken for an acute surgical emergency. The patient’s 
progression from drowsiness to stupor and finally to 
coma is probably caused by a combination of factors, 
among which are a lowered serum pH, dehydration, 
and deficiency of electrolytes. No doubt these factors 
are responsible for the terminal circulatory collapse 
and renal failure. 


Diagnosis 


It is appropriate here to inchide first those babies 
born of diabetic mothers. These newborns are fre- 
quently abnormally large and heavy, weighing more 
than 10 pounds. It is an interesting fact that the 
onset of diabetes in a mother may occur many years 
after the birth of a large child. 


Clinical picture * The onset of diabetes may be 
classified as: 

1, Acute (24 hours ) 

2. Rapid (1 week) 

3. Gradual (1 month) 

4. Indefinite 

Children fall into the first three groups as a rule. 
The initial diabetic episode in these patients is viru- 
lent and not too infrequently they may first be seen 
ina coma. However, the statement that a majority of 
these children will be in coma when first seen by the 
physician is probably no longer true, with the greater 
awareness of physicians of the possibility of diabetes 
in childhood and the more frequent use of routine 
urinalysis. Diabetes may be present at birth; in 
1953, Wylie’® reported a case of congenital diabetes 
in a neonate 17 days old. The period of infancy is 
not occasioned frequently with the onset of diabetes, 
the peaks of onset in the pediatric age group oc- 
curring at 3, 6, and 12 years. 

The age of onset has a direct bearing on the pic- 
ture as presented to the physician for his evaluation. 
In the newborn period, with a diapered infant, the 
frequencv of urination is not likely to be noted. In- 
fants on breast or formula feedings may have an in- 
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creased appetite or thirst which is easily overlooked. 
Suspicion will more likely be aroused by loss of 
weight, dehydration, or because of vomiting associat- 
ed with the hyperpnea of acidosis. 

In older infants and children, polyuria and polydip- 
sia are always present and more likely to attract at- 
tention. It may be found that a previously trained 
child becomes enuretic or has to get up several times 
during the night to urinate. The third classical 
symptom, polyphagia, is more characteristic of older 
diabetics. Children under 5 years of age often lack 
polyphagia to a degree of anorexia—as, of course, 
may any child, whenever the abnormal physiology 
has progressed to the point of vomiting and acidosis. 
There are many other findings that would lead one 
to suspect diabetes. Accompanying the excessive 
thirst and urination, a failure to gain weight or even 
a loss of weight is common. Pruritis, furunculosis, 
alternating near and far vision, pain in the legs, 
muscle cramps, change in disposition, and school 
failure may be seen. Any of these findings in a 
typically tall thin child with advanced bone and 
dental age should make one suspicious. The clinical 
picture in the older juvenile diabetic is similar to 
that of the adult, except that these children are more 
likely to be underweight and the clinical picture de- 
velops more rapidly. 

With the onset of ketoacidosis one is likely to en- 
counter hyperpnea, dryness of the mouth, acetone 
breath, flushed cheeks, cherry red lips, nausea and 
vomiting, stiff neck resembling meningitis, and ab- 
dominal pain which may simulate an acute abdomen. 
Examination of a child in diabetic coma might reveal 
Kussmaul breathing, soft and sunken eyeballs, a 
rapid and weak pulse, and a subnormal temperature 
and blood pressure. 

It would not be proper to conclude this section 
without saying once again that juvenile diabetes may 
run a rampant course first seen in the stage of keto- 
acidosis and coma. According to Kelsey,’ there is 
considerable evidence that no matter what form of 
therapy is used approximately 10 per cent of the 
comatose patients will die. 
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Laboratory findings * Diagnoses are, of course, 
made on the basis of history, physical findings, and 
laboratery tests. For any child presenting a history 
of excessive thirst or urination, a urine test for glu- 
cose is indicated. This test, or a routine urinalysis, 
if positive for a reducing substance, should be 
checked out by a specific qualitative enzyme test for 
glucose using such materials as Uristix or Tes-Tape, 
since melliturias are quite common in childhood. In 
the first weeks after onset of this disease the blood 
sugar level may remain abnormally high for 3 hours 
or more after each meal, yet drop to normal range 
during the night fasting period. Hence, when search- 
ing for diabetes it is best to examine a urine specimen 
passed some hours after a meal, rather than imme- 
diately on arising. 

There are other urinary findings which contribute 
to the diagnosis. Specific gravity of the urine is often 
increased, paralleling the degree of glycosuria. Val- 
ues of 1.030 or higher, resulting from the presence of 
glucose and associated with a large volume of pale 
urine, are characteristic. This is in contradistinction 
to the increased specific gravity in a deeply colored 
urine of reduced volume, secondary to the concen- 
tration of the urine as encountered in fever, diarrhea, 
or excessive sweating; however, the specific gravity 
may be within normal range despite the presence of 
sugar. Ketonuria is another important urinary find- 
ing. It has been said that the diagnosis of juvenile 
diabetes can hardly be made in the absence of 
ketonuria. 

Whenever urinary findings are suggestive of the 
possibility of diabetes mellitus, a test for blood sugar 
should be performed. If the result of a_post- 
prandial determination is 200 mg. per 100 cc. or 
above, for practical purposes this patient can be as- 
sumed to have diabetes. A comparable value for a 
fasting blood sugar would be 130 mg. per 100 cc. 

Glycosuria with a hyperglycemia rarely may be 
associated with other conditions that must be con- 
sidered. Among these are included hyperpituitarism. 
hyperthyroidism, adrenal tumors, and always, of 
course, laboratory errors. 


Glucose tolerance test * With the material present- 
ed to this point one should have little difficulty in 
diagnosing a typical case. There are, however, cer- 
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tain clinical pictures that still leave doubt. At this 
point use of the glucose tolerance test may be con. 
sidered. Robertson” states that the performance of a 
glucose tolerance test on a child with glycosuria may 
be of theoretic interest, but in his experience it has 
never detected diabetes mellitus. My experience at 
the Kirksville Osteopathic Hospital correlates wel] 
with this statement. 

Before embarking on the technical aspects of a glu- 
cose tolerance test, I think it important to mention 
the erroneous results that may be obtained if the 
pretest diet is not regulated. A diet high in carbohy- 
drates in the weeks preceding the test may increase 
the patient’s tolerance and decrease the hyper- 
glycemic response. Conversely, a high fat or protein 
diet or a diet low in calories will have the opposite 
effect. Infants fed cow’s milk show a lower glycemic 
reaction than those fed breast milk. The explanation 
probably is related to the higher phosphate content 
of cow’s milk." 

In our hospital, the oral dose of glucose, given 
after a 12-hour fast, is 1.75 grams per kilogram of 
body weight for children over 2 years of age; for 
children under 2 years we use 3.0 grams per kilogram 
of body weight. A fasting blood sugar test and uri- 
nary glucose determination are followed by the ap- 
propriate dose of glucose. At periods of %, 1, 2, 3, 
and 4 hours after this, the blood glucose level is de- 
termined along with two or three hourly urinary 
glucose levels. 

The average normal infant or child will have a 
fasting blood glucose of 60 to 100 mg. per 100 cc. 
Thirty to 45 minutes following the oral dose, a peak 
of 30 to 40 mg. per 100 cc. above the fasting level 
will be obtained. Only a small percentage of chil- 
dren will reach a value of 160 to 170 mg. per 100 cc. 
Rarely a sugar will go as high as 180 to 200 mg. per 
cc. in the absence of diabetes, however. 

The return to fasting levels should occur in 2 or 2% 
hours (3 hours in infants), followed by a hypo- 
glycemic counterswing below the original value of 
from 10 to 40 mg.,’ with a rapid return to the pretest 
level in the next % to 1 hour.“ 

Interpretation of glucose tolerance tests varies ac- 
cording to authors. White? states that the diagnosis, 
as with the adult patient, is based upon the peak 
rather than upon the fall of the curve. Wolman,™ 
on the other hand, states that the duration of the ele- 
vation following a large dose of glucose is of far 
greater importance than the height of the peak; in 
fact, the latter is of minor significance. 

Abnormal responses can be placed in one of four 
groups: 

1. An initial high rise in the blood sugar curve, 
that is, elevation above 150 or 160 mg. per 100 cc. 

2. A prolonged blood sugar curve, by which is 
meant a curve that has not returned to the starting 
point in 3 hours. 

3. A combination of 1 and 2. 

4. A flat curve, with the elevation at its peak not 
more than 30 mg. per 100 cc. above the fasting level. 

Interpretation of these responses may be as fol- 
lows: A Type 1 curve is not considered pathologic, 
but a course of watchful expectancy should be fol- 


lowed, with a recheck in 2 or 3 weeks and testing 
for urinary glucose in the interim. A Type 2 or Type 
3 curve is indicative of a lowered sugar tolerance 
and, when associated with glycosuria, is the typical 
response in a diabetic child. However, every child 
with this type of curve is not diabetic; it may be seen 
in various hepatic dysfunctions such as glycogen 
storage disease, hyperadrenalism of Cushing's syn- 
drome, or pheochromocytoma. A flat curve may be 
seen with encephalitis, hypothyroidism, hyperin- 
sulinism, and the celiac syndrome. Impaired intes- 
tinal absorption is probably the factor here. 


Variables and other tests * One should keep in 
mind several factors which may influence the results 
obtained in a blood sugar determination. First to be 
considered are the hyperglycemic adrenalin responses 
of a frightened child. Also, the results obtained with 
the newer micro blood sugars on capillary blood give 
results 20 to 40 mg. per 100 cc. greater than on 
venous blood. 

Another point can be best illustrated by citing the 
results of sugar determinations done on laboratory 
animals by Anderson and associates.'‘* They found 
that single readings of fasting blood glucose varied 
so strikingly from minute to minute and were so non- 
reproducible, even in samples taken only 2 minutes 
apart, that a reasonably accurate estimation of the 
postabsorption glucose level could be determined 
only by establishing the mean glucose value of at 
least three or four consecutive samples of blood 
taken at 2-minute intervals. The exact counterpart 
may not apply to human diabetics but is interesting 
to keep in mind. 

Certain other laboratory findings associated with 
juvenile diabetes should be mentioned. A spinal tap 
done on a semicomatose child may reveal a cerebro- 
spinal fluid glucose content of greater than 80 mg. 
per 100 cc. and may lead one to the diagnosis of 
diabetic coma. A child may be seen in ketoacidosis 
with a clinical picture dominated by abdominal pain, 
muscular rigidity, vomiting, and a polymorphonu- 
clear leukocytosis of 15,000 to 50,000 per cu. mm. 
These findings are probably an adrenal response to 
stress. It must be remembered, however, that acute 
appendicitis or other abdominal infection may be the 
triggering mechanism in a child with a hereditary 
predisposition. 


Complications 


Diabetes predisposes a child to many complica- 
tions. Hypoglycemic shock is a serious complication 
very likely to occur in childhood diabetics who, be- 
cause of their marked sensitivity to insulin, must be 
treated with particular cautiousness. Frequent and 
prolonged periods of hypoglycemic shock may result 
in permanent cerebral damage or a high level of 
anxiety which may jeopardize normal emotional 
growth and development in a child already harassed 
by a disease he can little understand. Hypoglycemic 
shock is an unhappy. occurrence to the unwary physi- 
cian who does not appreciate this sensitivity to in- 
sulin which is heightened approximately 3 to 7 days 
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after the onset of the treatment, at which time the 
juvenile requirement for insulin may suddenly drop. 

Infections as a group might be considered a com- 
plication which these children develop. These infec- 
tions range from minor abscesses or carbuncles to the 
more severe osteomyelitis and pulmonary tuberculo- 
sis. Neuropathies may be listed as another group of 
complications since, in a study reported by White,” 
among 1,072 20-year survivors neuropathy occurred 
in 26 per cent of the females and 20 per cent of the 
males. 

The outstanding problem in juvenile diabetes to- 
day is the prevention of the next large group of com- 
plications, vascular damage. As far as incidence, 
disability, and mortality are concerned, it is by far 
the most important complication. Retinopathy occurs 
in 90 per cent or more of patients having the disease 
for at least 20 years. 

In the next group of complications are included 
the skin lesions not associated with infection. They 
are xanthosis, xanthoma diabeticorum, and necrobio- 
sis lipoidica diabeticorum. 

Hepatomegaly and cataracts are also seen as com- 
plications in diabetic children. These are rare com- 
plications occurring in juvenile diabetics whose dis- 
ease is not adequately controlled. 


Treatment 


As evidenced by the prodigious amount of current 
literature appearing on the subject, there probably 
have been developed many satisfactory variations in 
the use of insulin in treatment. 

There are available to physicians a number of 
insulin preparations, no one nearly as physiologic 
in action as a normal pancreas. Most authors report- 
ing in the literature?**** use a combination of a 
short-acting regular or crystalline insulin with one of 
intermediate onset, such as globulin, Lente, or NPH, 
or a long-acting preparation, such as protamine zinc 
insulin. It may be stated that no one program of 
insulin therapy is satisfactory for all diabetic chil- 
dren, but all diabetic children need insulin. The 
choice of insulin is dependent on such factors as the 
individual patient, time-action curve of insulin, al- 
lergy, age, and associated diseases. 

Regular or crystalline insulin acts quickly. By in- 


No one program of insulin therapy is 
satisfactory for all diabetic 
children, but all diabetic children 
need insulin. The choice is 
dependent on the individual patient, 
time-action curve of insulin, age, 
allergy, and associated diseases 
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travenous route: (crystalline only) an effect may be 
noted in 5 minutes. By the subcutaneous route the 
hypoglycemic reaction commences within the hour, 
reaching its peak in 3 to 4 hours and lasting 6 to 8 
hours. Of the intermediate acting insulins, globulin 
starts its action slightly before NPH and Lente, with- 
in 2 hours, all reaching a peak at 8 to 10 hours and 
lasting approximately 18 to 24 hours. Protamine zinc, 
a long-acting insulin, begins its effect at about 6 to 
8 hours, has its maximum effect at about 16 to 24 
hours, and lasts 36 hours. Some authors record a 
shorter onset, peak, and duration for protamine zinc 
insulin. 

It must be remembered that protamine zinc and 
regular insulin should not be mixed in the same 
syringe, since the excess of protamine always present 
in this insulin will combine with the shorter acting 
insulin and modify its action. The effect of the size 
of the dose must be taken into consideration; an in- 
crease in regular insulin dosage has a greater tenden- 
cy to lower the blood sugar as opposed to a longer 
action. The reverse is true of protamine zinc. 

There are certain conditions in which rapidly act- 
ing factors tend to modify the blood sugar and there- 
fore close observation and control necessitate the 
use of a short acting insulin. These include diabetic 
coma, intercurrent infections, or following surgery. 
Lente insulin, having only the size of the zinc crystal 
as the modifying factor, is advantageous in the al- 
lergic child. NPH causes less pain on injection than 
the other intermediate insulins. Protamine zinc is 
specifically indicated for the occasional patient in 
whom the control of nocturnal hyperglycemia is most 
difficult. 

With these possibilities for modification in mind, I 
would like to describe one satisfactory method of 
insulin therapy with NPH and crystalline. These two 
insulins are mixed at the time of injection, about 20 
to 30 minutes before breakfast. Another small dose 
of NPH is given after supper. Three urinalyses are 
done daily; one before noon, one before supper, and 
one on an overnight specimen. The crystalline insulin 
is increased until the forenoon glycosuria disappears; 
the morning dose of NPH insulin is increased until 
there is no glycosuria before supper; and the evening 
dose is increased cautiously until the overnight urine 
contains no sugar. For clinical purposes the other 
two intermediate-acting insulins may be interchanged 
with minor adjustments. 


Diabetic acidosis 


Diabetic acidosis is a medical emergency and as 
such requires immediate intervention on the part of 
a physician with a thorough knowledge of the patho- 
logic physiology involved and the basic principles of 
therapy. I think it would be convenient for every 
physician caring for these patients to start, at the 
onset of hospital therapy, a balance sheet. This bal- 
ance sheet can be conveniently labelled at half-hour 
intervals along the vertical margin and should con- 
tain, along the top, space for recording the dosage of 
insulin, fluids, ions, other medication, and laboratory 
results including blood sugar, urine sugar, ketones, 
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carbon dioxide combining power, and blood urea 
nitrogen. It may be helpful to include plasma chlo- 
ride, sodium, and petassium with the hematocrit and 
serum ketone levels if these results are obtained. 
This balance sheet is of immeasurable assistance in 
obtaining a picture of the whole patient as therapy 
progresses. 


Insulin dosage * The initial dosage of insulin may 
be figured empirically as 1 to 2 units per kilogram 
of body weight. This is a safe dose and may be 
given before the blood glucose determination is com- 
pleted. Once the blood sugar has been determined, 
the insulin dosage can be calculated by the method of 
Smyth.’ For a child of 30 kg. the tissue fluid (two- 
thirds of body weight) would be 20 kg. or 20 liters. 
If the blood sugar is found to be 400 mg. per 100 ce. 
the excess above normal of 100 mg. would be 300 
mg. In 20 liters this represents a total of 60 grams 
of excess sugar. Since a unit of insulin will metab- 
olize 1.5 to 2.0 grams of sugar, 30 to 40 units would 
be required. The initial dose is subtracted from the 
calculated dose and administered. Subsequent doses 
every 1 to 4 hours are based on blood sugar, and 
urine sugar, and ketone body levels. One satisfactory 
method of gauging further insulin dosage is by uri- 
nary sugar content. An indwelling catheter is placed 
in the bladder and hourly sugar determinations are 
done. No insulin is given for a negative sugar, but 
for a one plus, 12 units of insulin are administered. 
Four units are added to this amount for each increase 
of one plus in the urine sugar, to a total dose of 24 
units. A blood sugar of 150 to 200 mg. per 100 cc. 
with no ketone bodies and some sugar in the urine 
is the aim of therapy at this time. Occasionally 
patients with acidosis and coma need very large doses 
of insulin—1,000 or more units may be necessary. 
Replacement therapy * The therapy of acidosis and 
dehydration is somewhat controversial. The initial 
solution consisting of one part 1/6 molar sodium 
lactate and two parts normal saline is adequate in 
most cases until renal function is established, unless 
the carbon dioxide combining power is below 5 mEq. 
per liter, in which case the degree of acidosis de- 
mands sodium bicarbonate, given by diluting the 
standard 50 cc. vial containing 3.75 grams with an 
equivalent amount of water. A safe dosage is % gram 


of sodium bicarbonate per kilogram of body weight. 
This dosage will elevate the carbon dioxide combin- 
ing power about 10 mEq. per liter. 

The dosage of 1/6 molar sodium lactate with the 
normal saline does not need to be exact. These pa- 
tients have lost approximately 10 per cent of their 
body weight in fluids; 1,500 cc. of fluid per square 
meter of body surface is needed for maintenance, 
with one and one half to two times this amount need- 
ed for severe dehydration. For practical purposes, 
Table I may be used for calculating surface area 
from the weight of a child of average stature. In- 
terpretation from this is not too difficult and is clin- 
ically satisfactory, remembering that the calculated 
deficit need not be replaced at once but can be given 
gradually over a longer period. Oral fluids should be 
given as soon as possible. Lavaging the stomach may 
facilitate this step. 


TABLE I—CALCULATION OF SURFACE AREA 


Approximate 


Weight in pounds surface area in square meters 


100 
50 
25 
10 


The administration of glucose is somewhat contro- 
versial. A safe time to use it is whenever the blood 
glucose has fallen one half of the original level or to 
300 mg. per 100 cc. Advantages of the early use of 
glucose might include: 

1. The prevention of hypoglycemia 

2. The build-up of a pressure head for tissue oxi- 
dation 

3. The rebuilding of glycogen stores in the liver 
and muscles (although the blood glucose level is 
high, the body’s absolute content is low). 

Included in a list of the disadvantages are: 

1. May increase diuresis in a dehydrated patient 

2. Prevents uptake of water by the cells 

3. Makes for greater difficulty in assessing the ef- 
fectiveness of treatment. 


The criteria of good control 
are these: While leading 
a normal life the child is 
symptom-free and in good health, 
gains weight satisfactorily, 
and passes less than 10 grams of 
sugar in the urine in 24 hours 
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Glucose administered early in therapy should not 
be given subcutaneously since extracellular sodium 
and chloride are thereby segregated in this subcuta- 
neous pool when they are needed elsewhere. 

The use of potassium is also a subject upon which 
all authorities do not agree. There are several reasons 
why potassium should be utilized. 

1. These patients are under increased stress and 
their corticosteroid levels are elevated. This increases 
the loss of potassium in the urine even before the 
onset of acidosis, which further increases the loss. 

2. As treatment progresses, the extracellular fluid 
re-expands rather rapidly, and there is dilution of 
potassium in the extracellular space. 

3. The cellular glycogen which is being formed 
and redeposited carries potassium back into the cell. 

With all these factors at play, potassium should be 
administered as soon as kidney function is estab- 
lished. Twenty to 30 mEq. of potassium per liter 
should be added as buffered phosphate to the intra- 
venous fluid when kidney function is established. 
Orange juice orally is also very helpful with its alka- 
line ash residue. 


Diet * Once the initial diabetic episode is controlled 
diet must be considered. Calculation of the diet may 
be as follows: 1,000 calories for the first year of life 
and 100 calories for each additional year. The pro- 
portion of fat, carbohydrate, and protein should be 
40, 40, and 20 per cent respectively. This can be 
calculated readily by taking 10 per cent of the total 
calories as the number of grams of carbohydrate. 
One half of this amount in grams is the amount of 
fat and protein. Growth requires frequent changes in 
diet and insulin, particularly in the adolescent age 
groups. B-complex vitamins probably should be add- 
ed to the diet of these children. 


Oral hypoglycemic agents * The use of oral hypo- 
glycemic agents in the juvenile has not been as en- 
couraging as in the adult.®**° To date there is no 
oral agent that completely replaces the need for 
exogenous insulin in the child. In the descriptive 
literature on phenformin, one of the newer agents, it 
is stated that in some cases of brittle juvenile dia- 
betes, better regulation may be achieved with phen- 
formin, although the insulin requirements are not 
changed significantly.” 

The criteria of good control are these: While lead- 
ing a normal life the child is symptom-free and in 
good health, gains weight satisfactorily, and passes 
less than 10 grams of sugar in the urine in 24 hours. 


Summary 


This monograph on juvenile diabetes has included 
a brief history, and discussion of incidence, etiologic 
factors, and an emphasis on the important pathologic 
physiology. The clinical picture has been presented 
in chronologic order with attention drawn to the 
variations seen in the signs and symptoms in the 
pediatric age group. 
_ The difference in interpretation of the newer micro 
methods of blood sugar determinations, along with 
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other laboratory tests, have been discussed in connec- 
tion with diagnosis. A satisfactory method of manag- 


ing these patients has been outlined. 
Kirksville Osteopathic Hospital, 800 W. Jefferson St. 
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euglycemia 


THEODORE GREENBURG, D.O., and B. B. 
BAKER, D.O., Los Angeles, California 


Since the discovery of insulin by Banting and Best in 
1922, sporadic investigations have been made of oral 
agents which have appeared to have a hypoglycemic 
effect. The first real progress in this field began in 
1942. At that time, typhoid fever patients undergo- 
ing treatment with 2254RP, a sulfonamide, were ob- 
served to display clinical symptoms resembling those 
of hypoglycemia.* 

By 1947 many articles were appearing in the litera- 
ture, with reports on the action, safety and effective- 
ness of the oral insulin substitutes.?-*° The history 
and especially the action of the sulfonylureas were 
extensively reviewed in a previous JouRNAL article." 
°*This work has been supported by the Attending Staff Association, Los 


Angeles County Osteopathic Hospi 
+Dr. Greenburg is clinical professor and 


tive of the Department 


of General Medicine, and Dr. Baker is clinical instructor in general 
medicine at the College of Osteopathic Physicians and Surgeons, and a 
resident physician in internal medicine, Los Angeles County Osteopathic 
Hospital. 
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The early history was also reviewed by Loubatiéres.’* 

Before the introduction of tolbutamide (Orinase) 
into general usage at Los Angeles County Osteopath- 
ic Hospital, and since a need for such medication was 
in evidence, it was decided to introduce the drug 
under a carefully controlled clinical study. The pur- 
pose of this paper is to report our experience in use 
of tolbutamide on 50 patients, some of whom have 
been under our supervision for over 2 years. 

Patients were selected who had uncomplicated 
diabetes mellitus of the stable type, which is vari- 
ously described as “relatively mild adult,” “maturity- 
onset,” or “nonketotic” diabetes. The patient most 
likely to respond has been found to be the one in 
whom the disease is relatively mild and stable, de- 
veloping some time after the age of 30 years. 

Our criteria for patient selection also included 
difficulties in management of the disease by means of 
insulin. Among these difficulties were allergy to all 
types of insulin, blindness or arthritis which handi- 
capped the patient in giving himself an injection, 
failure of insulin alone to control the diabetes, or 


even a strong desire on the part of the patient not to 
have to take any more “shots.” Special reasons for 
placing the patients on tolbutamide are found in 


Table I. 


TABLE I—SPECIAL CRITERIA FOR SELECTION OF 
PATIENTS FOR TOLBUTAMIDE THERAPY 


Number of Percentage of 


Reason for placing 

on tolbutamide patients patients 
Special request of patient 36 72 
Blindness 1 2 
Arthritis of hands 1 3 
Polyneuritis 2 4 
Allergy to insulin 1 2 
Difficulty in controlling 

by insulin alone 5 10 
Patient’s refusal to take insulin 4 8 


Unless the patient fitted into one of the above spe- 
cial categories indicating the use of tolbutamide, he 
was selected from the group over the age of 40, who 
were of the “maturity-onset” type of diabetes, and 
who were taking less than 40 units of insulin daily. 
We did not feel that a complication of the disease, 
such as blindness, or even a history of acidosis neces- 
sarily contraindicated the use of tolbutamide. 

The technic of conversion from insulin to tolbu- 
tamide is relatively simple, but certain precautions 
should be taken. The insulin should not be stopped 
abruptly, because an occasional patient will go out 
of control before the tolbutamide becomes effective. 
Conversely if the insulin is not reduced fast enough, 
there will be periods of hypoglycemia, necessitating 
administration of carbohydrate in such forms as 
orange juice. 

The initial laboratory work before a patient was 
placed on tolbutamide included, in our series, a com- 
plete blood count, a complete urinalysis, a recent 
fasting blood sugar determination, and in our earlier 
patients a measurement of serum cholesterol. The 
patient’s diet remained the same whether he was on 
insulin or his diabetes had been treated by diet alone. 

First day. The patient was placed on tolbutamide 
(3.0 grams or 6 tablets), and that day’s dose of in- 
sulin was reduced by one third. 

Second day. The patient reported to the labora- 
tory, where fasting blood sugar, urine sugar, and 
acetone tests were done. If the blood sugar was not 
higher than in the initial report and the urine was 
negative for sugar and acetone, the total dose of 
insulin was reduced another one third, and the pa- 
tient was given 2.0 grams (4 tablets) of tolbutamide. 

Third day. The same procedure was followed as 
on the second day. The same laboratory work was 
done, and the insulin was discontinued. Whether the 
tolbutamide was reduced to 1.0 gram (2 tablets) 
depended on the height of the fasting blood sugar. 

Fourth day. No further insulin was given. The 
tolbutamide dose was either kept the same as the 
day before or increased, depending on the fasting 
blood sugar level. 

The patient was checked 3 days later, then weekly 
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for two times, and then once each month. Our pro- 
cedure for converting from insulin to tolbutamide is 
summarized in Table II. 


TABLE II—PROCEDURE FOR CONVERTING FROM INSULIN 
TO TOLBUTAMIDE 


Day Insulin Tolbutamide Laboratory work 
1 Reduce by % 3 grams 


Fasting blood sugar, 
urine sugar, and ace- 
tone 


2 Reduce by % 2 grams Same as above 
3 Reduce by % 1 or 2 grams Same as above 
4 None 
(patient not seen ) 
6 None lto3 grams Same as above 
13. None Maintenance Same as above plus 
dose complete blood count 
30 None Maintenance Fasting blood sugar, 
dose urine sugar, and ace- 
tone; and complete 
blood count 


As noted in Table II, 3.0 grams of tolbutamide 
was the maximum amount any patient received. Most 
of the patients were maintained on less than 3 grams. 
One patient did well on only 0.75 gram daily. Only 
3 patients, or 6 per cent, had a maintenance dose of 
3.0 grams. Dosages of 1.5 or 2 grams daily accounted 
for 74 per cent of the patients. Table III summarizes 
the maintenance doses of tolbutamide. 


TABLE III—MAINTENANCE DOSES ESTABLISHED FOR 
PATIENTS ON TOLBUTAMIDE 


Number of Percentage 
Amount patients of patients 
3.0 grams 4 8 
2.5 grams 4 8 
2.0 grams 15 30 
1.5 grams 22 44 
1.0 grams 4 8 
0.75 gram 1 2 


In order to evaluate the degree of control obtained 
with tolbutamide, certain standards were arbitrarily 
chosen. The Folin-Wu and the true glucose methods 
were used in our laboratory in the determination of 
blood sugar values. To be considered excellent con- 
trol, the fasting blood sugar must be 50 to 100 mg. 
per 100 cc. by the true glucose method or 80 to 120 
mg. per 100 cc. by the Folin-Wu method. Control 
was considered good if the blood sugar was 100 to 
130 mg. per 100 cc. by the true glucose method, or 
120 to 150 mg. per 100 cc. by the Folin-Wu method. 
Poor control was anything above the amounts listed 
for good control. Table IV summarizes the criteria 
of control we have used. 

Using the above rather strict standard, 50 per cent 
of the patients placed on tolbutamide were found to 
have excellent control of hyperglycemia and gluco- 
suria. Eighteen per cent had good control, and 32 
per cent had poor control. From the above figures it 
is noted that 68 per cent of patients had their dia- 
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betes satisfactorily controlled. Table V shows the re- 
sults of treatment. 


OF HYPERGLYCEMIA BY MEANS OF TOLBUTAMIDE 


True glucose 


TABLE IV—STANDARDS USED IN THIS SERIES FOR CONTROL 


Folin-Wu 
(mg. per 100 cc.) (mg. per 100 cc.) 


Excellent contro] 


50 to 100 80 to 120 
Good control 100 to 130 120 to 150 
Poor control Above 130 Above 150 


TABLE V—RESULTS OF TOLBUTAMIDE TREATMENT 


Number of Percentage 

patients of patients 
Excellent control 25 50 
Good control 9 18 
Poor control 16 32 


Of the 16 patients who were poorly controlled on 
tolbutamide, 11 were either immediately or eventual- 
ly taken off the drug and put on long-acting insulin. 
Two other patients were forced to discontinue tol- 
butamide because of side reactions. In all, there 
were 13 side reactions to the medication. The most 
common untoward reaction was hypoglycemia, of 
which there were 7 cases. Epigastric distress was 
noted by 3 patients. One patient complained of 


urinary burning, and 1 complained of nausea. One 
patient was taken off tolbutamide because of palpita- 
tion of the heart. The untoward effects of this medi- 
cation are listed in Table VI. 


TABLE VI—SIDE EFFECTS OF TOLBUTAMIDE 


Number of Percentage 

patients of patients 
Hypoglycemia 7 14 
Epigastric distress 3 6 
Nausea 1 2 
Palpitation 1 2 
Urinary burning 1 2 


The correlation of prior insulin dose with response 
to tolbutamide showed that of those whose diabetes 
was treated by diet alone prior to tolbutamide 
therapy, a satisfactory control was obtained in 57 per 
cent. Those who were taking less than 10 units of 
insulin daily were controlled 100 per cent success- 
fully. The patients on 11 to 20 units of insulin daily 
gave a 76 per cent control. Those on 21 to 30 units 
of insulin were 62 per cent controlled. Above 30 


units of insulin, the percentage of control fell to 33. 
The correlation of prior insulin dose and response to 
tolbutamide is summarized in Table VII. 


TABLE VII—CORRELATION OF PRIOR INSULIN DOSE 
AND RESPONSE TO TOLBUTAMIDE 


Amount of insulin Percentage of patients with 


excellent or good response 


Diet only 57 
5 to 10 units 100 
11 to 20 units 76 
21 to 30 units 62 
Above 30 units 33 


There were 4 deaths during the period of this 
study. None of the patients died of diabetes alone, 
and all 4 had been taken off tolbutamide, as recom- 
mended, on entering the hospital. Autopsies were 
done on 3. No mention of pancreatic pathologic 
change was noted on the autopsy reports. 


Summary and conclusions 


Fifty diabetic patients from the outpatient depart- 
ment of the Los Angeles County Osteopathic Hospi- 
tal were placed on tolbutamide for the treatment of 
their diabetes. The criteria for selection, the method 


of instituting therapy, and the results of treatment 
are described in this paper. 


From this study we have concluded that tolbu- 
tamide, properly administered in the treatment of 
carefully selected patients with diabetes mellitus, is 
a comparatively effective and safe mode of therapy. 
1200 North State St. 
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The midyear Board meeting 


To one who has observed the osteopathic scene for 
any length of time, the semiannual meetings of the 
Board of Trustees of the American Osteopathic Asso- 
ciation are of consuming interest. They are sessions 
of osteopathy’s national executive body, where the 
policies laid down by the Association’s House of 
Delegates are translated into action. They bring to- 
gether twenty-two men and women who have been 
seasoned in the conduct of osteopathic affairs. 

Each meeting is an event in itself, with its particu- 
lar problems, flashes of drama, and share of tedium 
and constraints. Yet no meeting stands alone. It is 
part of the chain whose initial link was forged at the 
meeting in 1897 of the first Board of Trustees of the 
Association for the Advancement of Osteopathy. 
Each meeting comes as a culmination of the ones 
that have preceded it. It is but a part of the whole. 
Taken separately, any one meeting may seem unpro- 
ductive, or to be dealing in small matters, but it can- 
not in justice be judged alone. It is the total of all 
meetings that writes a history of osteopathic organi- 
zation, and that forms an integral part of osteopathic 
progress. 

One also sees in the meetings of the Board of Trus- 
tees an older story. Conducted as they are under 
rules of parliamentary procedure, these meetings re- 
flect the discipline men have placed upon themselves 
since the beginnings of the British parliament, and 
of the principle of majority rule. This common 
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action, in which the material but never the ma- 
chinery changes, holds an unceasing fascination. 
From the words of a member, “Mr. President, I 
move—,” through the successive second, the motion, 
the discussion, the question, the vote, through to the 
President’s pronouncement, “It is so ordered,” there 
is a dignity and kind of solemnity that is the heritage 
of centuries. Men, appointed by their fellows, are 
conducting business that concerns them all. 

The first Board meeting of a new decade has just 
closed. The complete roster of twenty-two members 
from fifteen states met in Central Office from January 
22 to 25 to consider problems and situations that now 
confront the Association. Reports on current affairs 
were presented to them by chairmen of standing and 
ad hoc committees, administrative officers based in 
Central Office, and representatives of affiliated so- 
cieties. Some of the reports were pedestrian, some 
dealt with the mechanics of organization, others 
seemed only to be maintaining the status quo. But a 
significant number had to do with matters of such 
fundamental importance as to command the most 
sober deliberation. 

In substance, these problems were as old as the 
profession in that they had to do with osteopathy’s 
system of education and its place in society. These 
two areas perhaps hold the whole of osteopathic 
history. In today’s context, these problems became, 
first, the question of how to produce an increasing 
number of well-trained physicians and, second, the 
question of how to maintain a sure footing in the 
rapidly changing formations of medical ranks. 

Of necessity, any system of education undergoes 
constant scrutiny. For some time this scrutiny by 
osteopathic educators and administrators has been 
intensified. The whole process of osteopathic train- 
ing has been up for review and revision. This Board 
heard reports from the four committees of the Bureau 
of Professional Education, those on colleges, hospi- 
tals, postgraduate accreditation, and specialty certifi- 
cation, the divisions in administration which carry a 
student from his entrance into osteopathic college 
through certification as a specialist. The Board heard 
reports on the intern, resident, and preceptor pro- 
grams, and from the chairman of the new Committee 
on Educational Grants. (See story, page 489) 

All these reports indicated progress in the funda- 
mental matter of education. The realigning of educa- 
tional agencies, and the clearing out of accumulated 
overlapping in authority and procedure has clarified 
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both method and purpose. This improvement in 
mechanics offers one answer to the challenge laid 
down by the findings of the Surgeon General’s Con- 
sultant Group on Medical Education, as reported in 
the study, “Physicians for a Growing America.” 
(JournaL, December, page 307.) 

Allied to this consideration of osteopathic educa- 
tion were Board discussions following the report of 
the ad hoc Commitee on the Format and Scheduling 
of National Conventions. The primary function of a 
convention is to teach, to serve as an opportunity 
for practicing physicians to review and to catch up; 
a time when the general practitioner may learn from 
the specialist, and the specialist from the general 
practitioner. It is a time for exchange. 

The increasing fractionization of osteopathic con- 
ventions poses a grave threat to this idea. The osteo- 
pathic profession no longer has a national conven- 
tion. It has a growing number of clinical meetings 
of various specialty groups. In 1956 the House of 
Delegates and Board of Trustees set up the Commit- 
tee on Format and Scheduling to meet this situation. 
But differences seem to remain insoluble. Although 
there seem at the moment to be no encouraging signs 
of a meeting of minds, the Committee remains hope- 
ful. There is no question but that the profession as a 
whole wants a truly national convention that will be 
a teaching event and an evidence to society of total 
osteopathic achievement in the world of healing. 

A significant change in a committee titlke—and to 
one interested in organization titles are a fertile field 
of study—came out of a recommendation by the 
Bureau of Public and Industrial Health. Its Com- 
mittee on Third Party Medicine was retitled the 
Committee on Medical Care Plans. This is an im- 
portant discrimination in terminology. So diverse 
and pervasive are the “parties” that now affect the 
relationship of doctor and patient that they cannot 
properly be confined in a single ordinal. This realiza- 
tion is reflected in the title change. 

The A.O.A. Activities section of the March Jour- 
NAL will carry a report on the specific actions of this 
first 1960 meeting of the A.O.A. Board of Trustees. 
Suffice it to say here that it wrote another chapter in 
the history of this executive body of organized os- 
teopathy. In its considerations of today’s problems 
and circumstances, judged in the light of the past 
and looking to the future, it forged another link in 
the lengthening chain of osteopathic achievement. 


A million dollar grant 


For the first time, an agency of state government is 
furnishing funds for the construction of an osteopath- 
ic hospital. In the annual appropriations of the Penn- 
sylvania General State Authority for 1959, the Phila- 
delphia College of Osteopathy was granted a million 
dollars for the construction of a hospital. The bill 
was passed by the Pennsylvania legislature on De- 
cember 22, and was signed by Governor David L. 
Lawrence on December 24. 

This will enable the profession’s eastern college to 
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get under way with its City Line building program, 
on property that was purchased a number of years 
ago and is planned as an osteopathic center for 
Philadelphia. The hospital will be the unit’s first new 
structure. 

This breakthrough into the area of state financing 
in osteopathic building programs is significant on a 
number of counts. It will help meet medical care 
emergencies by furnishing the osteopathic profession 
with additional hospital facilities. It will be an ip. 
centive to private giving to osteopathic institutions, 
And it sets a precedent which may open the way to 
similar grants in other states. 


Steady does it 


The Board of Trustees of the A.O.A., on recommen- 
dation of the Council on Development, has pledged 
itself to an all-out effort to meet at least its propor- 
tional share of physicians for a growing America, and 
has so informed the Surgeon General and the Secre- 
tary of the Department of Health, Education, and 
Welfare. 

Thus the profession has officially gone on record as 
recognizing its responsibility to society. It promises 
to produce its share of additional doctors to help 
meet the needs of 1975. 

Now comes the question of how the profession 
will meet this pledge. In the term “population explo- 
sion,” now being so widely used, there is an urgency 
that could set professional leaders, osteopathic lead- 
ers included, to moving in all directions at once, and 
to undertaking programs that might fall short of 
completion. In its need to grow, osteopathy would 
be wise to appraise what it has now, and what po- 
tential it has for expansion. 

The Educational Supplement, published annually 
by the A.O.A. Office of Education, appeared in the 
January JourNAL (pages 395 to 414). This is an in- 
ventory of the present system of osteopathic school- 
ing. The six osteopathic colleges are privately owned. 
In the main, they are financed by tuition income and 
by support from within the osteopathic profession. 
Since 1950 their capacity for predoctorate students 
has remained at the total of 1,920. Effort has been 
concentrated on furnishing the best possible faculties 
and facilities to educate this number. 

Aid from the profession has been substantial. A 
support-through-dues mechanism, now in operation 
in 22 states and representing 75 per cent of the pro- 
fession, is responsible for the one million dollars 
furnished annually to help meet operating expenses, 
faculty salaries, and improvement in facilities. 

Rising tuition costs are indirectly shared by the 
profession also. Scholarships, fellowships, and stu- 
dent loan funds are maintained by various national 
and state groups. The Auxiliary to the American Os- 
teopathic Association conducts an expanding scholar- 
ship program, and the National Association has since 
1931 maintained a Student Loan Fund, and since 
1956 the R. C. McCaughan Educational Fund schol- 
arships. 

The profession’s demonstration of financial respon- 


sibility in education has carried its impact. The Os- 
teopathic Progress Fund, of which the support- 
through-dues program is a part, is unique among 
educational fund-raisers. The Student Loan Fund, 
set up during the days of the depression, has a phe- 
nomenal record of loan repayment. The profession’s 
student recruiting program is believed to be the first 
of its kind. 

Support from outside the profession increases. In- 
dustry, pharmaceutical houses, and individuals are 
lending support to osteopathic colleges through 
grants, scholarships, gifts, and bequests. One state 
government has just given an osteopathic college a 
million dollars toward the cost of a new teaching 
hospital. Osteopathy has, by its own effort, devel- 
oped a sound educational system. It has earned a 
place in the programs of state and federal support 
that seem inevitable if medical care is to keep pace 
with population growth. 

Immediately evident are three ways osteopathic 
education can develop. It can expand its present 
colleges, build new ones, and promote the creation 
of schools of osteopathy as a part of state universities. 
The future of the profession may depend upon the 
wisdom here exercised. Present colleges are well es- 
tablished—the youngest was founded in 1916—and 
are turning out well qualified doctors. They all have 
room to spread. With four in the midwest and one 
each on the east and west coasts, it might be wise 
to concentrate first on their expansion. 

Whatever is done needs to be done thoughtfully. 
The profession can ill-afford to let urgency overrule 
judgment. In the present crisis in medical care, os- 
teopathy has pledged itself to meet its obligation to 
society. To do so it needs to temper eagerness with 
deliberation. In this crisis, as in all others, steady 
does it. 


Scholarships and fellowships 


This is a period in which the methods, purposes, and 
goals of medical education generally are undergoing 
examination and restatement. In line with this, 
changes are being made in the administrative educa- 
tional agencies of the American Osteopathic Associa- 
tion. Recent among these changes was the appoint- 
ment by A.O.A. President Galen S. Young of The 
Osteopathic Foundation Committee on Educational 
Grants. The Commitee is making a study of the pur- 
pose and place of the funds that are, in increasing 
numbers, being made available for furthering medi- 
cal education under osteopathic auspices. 

In the November 1959 Journat, it was emphasized 
that the support afforded by business and industry 
to medical education is assuming generous propor- 
tions. The comment, “Aid More Than Aid,” dealt 
with the first breakthrough in grants to osteopathic 
physicians for their graduate education as exempli- 
fied in the Mead Johnson and Company fellowships. 

THE JouRNAL is now pleased to announce four ad- 
ditional sources of funds from which grants can be 
made (see page 489). These are the Republic Steel 
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Corporation, Cleveland, the Wyeth Fund for Post- 
graduate Medical Education, Philadelphia, the Smith, 
Kline and French Foundation, Philadelphia, and the 
Ayerst Fund, New York City. 

For the most part, these funds are being used to- 
ward producing well-qualified osteopathic faculty 
members for the future. Dr. John W. Mulford, chair- 
man of the Grants Committee, and his Committee 
members, A.O.A. Immediate Past President George 
W. Northup and A.O.A. Director of Education Law- 
rence W. Mills, are working closely with osteopathic 
college administrators in determining the best use of 
the four grants. The Smith, Kline and French grant 
has been awarded to the Dean’s Committee of the 
American Association of Osteopathic Colleges to be 
used in support of their program of review and revi- 
sion of osteopathic educational methods. The Wyeth, 
Ayerst, and Republic Steel Corporation funds are 
to be used by osteopathic faculty members for ad- 
vanced study in the teaching field. 

One of the osteopathic colleges is also taking deci- 
sive action in this direction. The College of Osteo- 
pathic Medicine and Surgery, Des Moines, is offering 
four full-time teaching fellowships, each for $5,000 a 
year, to young osteopathic physicians who are con- 
sidering careers as faculty members in osteopathic 
colleges. 

All of these developments are of vital interest to 
the profession as a whole. They are forward-looking, 
constructive, and in keeping with the trends of gen- 
eral medical education. The osteopathic profession 
cannot advance unless it continues to educate its 
educators. 


In briefer form 


The causes of public education and public service 
are being well served in two divisional societies of 
the American Osteopathic Association. In Florida 
recently, more than fifty state and civic leaders were 
guests at a testimonial dinner held in Miami by the 
Dade County Osteopathic Medical Association to 
honor State President Wardell E. Stanfield, Dade 
City. The guests included public health officials, 
members of the Miami school board, the mayors of 
six Dade County towns, public health physicians, 
judges, and other state and civic leaders. Lawrence 
W. Mills, Director of Education of the A.O.A., was 
the guest speaker, on the topic “The Role of the Laity 
in the Advancement of Medicine.” In New York, the 
Osteopathic Society of the City of .New York has 
again volunteered to man the osteopathic exhibit at 
the New York Health Show, an annual project of the 
New York City Health Department. {The A.O.A. 
Office of Education recently released “A Vocational 
Guidance and Student Recruiting Manual for Staffs 
of Osteopathic Hospitals.” Members of hospital staffs 
occupy a unique position in interesting people of 
high school and college age in careers in the healing 
arts. This booklet should prove valuable in encourag- 
ing guidance toward the osteopathic profession and 
ancillary service in osteopathic hospitals. 


ram, 
ears 
for 
new 
mM a 
ons, 
en- 
ed | 
or- 
re- 
nd 
as 
Ip 
on 
oy 
id 
of 
i 
; 
4 


American Osteopathic Association 1959-60 Officers-Trustees-Chairmen 


OFFICERS 


President 
President-Elect 
Past Presidents 


First Vice President 
Second Vice President 
Third Vice President 
Executive Secretary 
Business Manager 
Treasurer 

Editor 

Speaker, 

House of Delegates 
Vice Speaker, 

House of Delegates 


Galen S. Young 

Roy J. Harvey 
George W. Northup 
Carl E. Morrison 
Wesley B. Larsen 

J. Mancil Fish 
James H. McCormick 
True B. Eveleth 
Walter A. Suberg 
Kenneth L, Ettenson 
Raymond P. Keesecker 


Charles W. Sauter, II 


Philip E. Haviland 


EXECUTIVE COMMITTEE 


Roy J. Harvey 
Wesley B. Larsen 


Galen S. Young 
George W. Northup 


CHAIRMEN 
Department of Professional Affairs, Ira C. Rumney 
Bureau of Professional Education, Clyde C. Henry 
Committees: 
Colleges, George W. Northup 
Hospitals, Vincent P. Carroll 


Accreditation of Postgraduate Training, William Baldwin, Jr. 


Clinical Study, Allan A. Eggleston 
Osteopathic Progress Fund, Charles L. Naylor 
Student Loan Fund, Robert N. Evans 


Advisory Board for Osteopathic Specialists, Thomas J. Meyers 


Ira C. Rumney 
Russell M. Husted 


Bureau of Research, Robert A. Galbraith 
Bureau of Organizational Affairs, Wallace M. Pearson 
Committees: 
Distinguished Service Certificates, Lydia T. Jordan 
Ethics, Wesley B. Larsen 
Membership, John W. Hayes 
Veterans Affairs, Robert E. Morgan 
Constitution and By-laws, J. Scott Heatherington 
A.O.A. Publications, Arnold Melnick 
Bureau of Conventions, True B. Eveleth 
Committees: 
Program, Raymond L. Ruberg 
Convention City, Campbell A. Ward 
A. T. Still Memorial Lecture, Wallace M. Pearson 
Convention Scientific Exhibit, Wilbur V. Cole 


TRUSTEES 
Robert A. Galbraith, John W. Hayes, Eugene D. Mosier, 
Ira C. Rumney, William B. Strong (Terms expire 1960); 
Robert D. Anderson, Lydia T. Jordan, Wallace M. Pearson, 
Herbert L. Sanders, Campbell A. Ward (Terms expire 1961); 
J. Scott Heatherington, Russell M. Husted, Charles L. Nay- 
lor, Dominic Raffa, J. Edward Sommers (Terms expire 1962) 


Department of Public Affairs, Russell M. Husted 
Bureau of Public Education on Health, Eugene D. Mosier 
Bureau of Public and Industrial Health, Robert D. Anderson 
Committees: 
Third Party Medicine, Theodore F. Classen 


Department of Business Affairs, Roy J. Harvey 
Bureau of Finance, Carl E. Morrison 
Bureau of Insurance, John W. Mulford 


Council on Federal Health Programs, Chester D. Swope 
Council on Development, Willsam B. Strong 


Ad Hoc Committees 
Conference, Carl E. Morrison : F 
Format and Scheduling of National Conventions, Campbell A. Ward 
Mead Johnson Grants, John W. Mulford 
Manual of Procedure (Joint House-Board), Herbert L. Sanders 
A.O.A,. Organizational Structure, Campbell A. Ward 
Council on Emergency Medical Services, Chester D. Swope 


Dr. John W. Mulford Council on Accreditation (to be appointed) 
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Message from the President of 
the American Osteopathic Association 


> Our profession has reached the stage of ma- 
turity that enables us not only to consider our 
strengths, but to examine our weaknesses. Many 
of our most severe critics are individuals who ap- 
pear not to have factual information. Many of 
our difficulties, as individuals and as a profession, 
stem from an attitude of negation, an attitude 
that often channels itself into three statements: 

We cannot support our colleges. We cannot 
get into local hospitals. We have no prestige 
because we are not M.D.’s. It is to these three 
statements that I now address myself. 

Do you say we cannot get enough money to 
run our schools? In answer, I say that we have 
always secured funds to maintain quality schools. 
The profession itself is supporting its colleges as 
never before. Leading pharmaceutical houses 
are appropriating funds for scholarships and re- 
search. Important grants for research are being 
made to our colleges. Public support is increas- 
ing. Foundations are supporting our colleges at 
an increasing pace. Aid to medical education 
from state and federal government may or may 
not be wise. However, more and more funds are 
being mobilized to aid osteopathic education. 


Committee on Educational Grants 
announces four new funds 
Council on Federal Health Programs 
Council on Development 
Department of Public Affairs 
Headquarters Activities 


This year close to two million dollars has been 
appropriated for osteopathic colleges. 

I say that the financial picture of our colleges 
has never been brighter! The financial support 
they are receiving today, from all sources, is 
greater than it has ever been. It will be even 
greater in the next year, and the next. We will 
get money not only to maintain our schools, but 
to improve and expand them wherever improve- 
ment and expansion are needed, especially since 
the positive action taken by the A.O.A. House of 
Delegates in their 1959 convention. 

Do you say, “I can’t get into my local hospital 
because I am not an M.D.”? I say that the train- 
ing which you have received as an osteopathic 
physician and surgeon is the most important part 
of your life. The greatest contribution you can 
make to society is to apply that training in the 
care of your patients. .If local hospital facilities 
are not now available to you, grieve not. Thou- 
sands of physicians who have preceded you, 
members of this and other professions, have ably 
served mankind without hospital facilities: There 
are many osteopathic physicians today who do 
not have these facilities available to them. 

This problem is being solved by you and the 
profession. Today we have more osteopathic 
hospitals and more osteopathic hospital beds 
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than ever before in our history. In several states, 
doctors of medicine and doctors of osteopathy 
work together in the same hospitals in complete 
cooperation, and in the best interest of the pa- 
tient—the only criterion acceptable to a true and 
sincere physician. 

We sometimes meet with prejudice, sometimes 
ignorance. But we have evidence at hand that 
members of governmental agencies, legislative 
bodies, and members of other health professions 
are increasingly recognizing the priority which 
should be given to the needs of the patient. 
Areas of misapprehension concerning the osteo- 
pathic profession are disappearing. I am con- 
fident we are entering an era when increased 
understanding of this profession will exist 
throughout the width and breadth of this land, in 
every forum and at every level. Osteopathic 
physicians will not only be admitted, but will be 
asked to serve on hospital staffs in the interest 
of better patient care. This the future holds, for 
in no other way can all concerned with health 
care perform their duty to the people. The truth 
will ultimately prevail. 

Do you say, “I wish I were an M.D. Being a 
D.O. hurts my social prestige”? 

If you say that, then I say I regret the day 
you set foot in an osteopathic educational institu- 
tion. If you are so lacking in understanding of 
the principles of osteopathy, and of the benefits 
which you can confer upon the sick and injured 
by reason of your training—training denied most 
physicians, who have acquired other degrees in 
the healing arts field—I question that you were 
ever fitted to study for this profession. For some 
reason, you have never comprehended the thesis 
Dr. Korr, as a scientist, developed in the 1959 
Keynote Address, and that I know to be essential 
to proper health care—a sound understanding of 
the human body and mind, and the application 
of manipulative therapy. 

If you say this, then we have failed you, as you 
have failed us. If in your educational years, you 
did not acquire an understanding of the impor- 
tance of osteopathic principles, and do not apply 
them in the care of your patients, I am convinced 
you are not providing your patients the health 

care to which they are entitled. 

I simply cannot believe that any thinking man 

‘would exchange his degree of D.O. for that of 


M.D. I hasten to state that this statement does 
not connote any lack of respect for previous 
medical achievement, but recognizes continued 
progress. It also recognizes the additional contri- 
bution and application of osteopathic principles. 

As you should have gathered by this time, I 
am proud, extremely proud, of my profession and 
the good its members are doing for mankind. 

Even if this pride were less, much less, I could 
not for one moment consider exchanging for any 
other degree the degree for which I worked and 
under which I practice. My degree must be ac- 
corded its just recognition and honor by all other 
groups. Those who would be my colleagues must 
be willing to accept all scientific truths. 

Can you imagine that you could ever say that 
you are a doctor of medicine, an M.D., with 
pride in yourself and your profession? Do you 
imagine that doctors of medicine would ever 
think as highly of you if you did make such an 
exchange; as highly as they held you while you 
proudly asserted that you were an osteopathic 
physician? Do you not know that you and mem- 
bers of your family would be forever subjected 
to the whisper, “He is an osteopath who was 
given an M.D. degree”? 

Whatever the future may bring, I am sure we 
will make a more substantial contribution to 
health care through our osteopathic colleges, and 
our district, state, and national organizations 
than we would as a small group absorbed by any 
other organization. And as we go through the 
weeks, months, and years, we will do so with 
pride merited by our profession, by its accom- 
plishments, and by individual contributions we 
may make to the betterment of our patients, our 
community, and our nation. 


This Message was inspired by the writings of 
and conversations with Mr. Lloyd L. Hall, an 
attorney who, as a charter member of the Coun- 
cil on Development, and the executive secretary 
of a divisional society, has for a number of years 
been identified with the osteopathic profession. 
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2300 Providence Ave., Chester, Pennsylvania 


Committee on Educational Grants 


announces four new funds 


> Four new grants for osteopathic 
education, totaling $12,500, were 
announced on January 24 by Dr. 
John W. Mulford, Cincinnati, chair- 
man of The Osteopathic Founda- 
tion Committee on Educational 
Grants. The grants have been made 
by the Wyeth Fund for Postgrad- 
uate Medical Education, Philadel- 
phia, the Ayerst Fund, New York 
City, the Republic Steel Corpora- 
tion, Cleveland, and the Smith, 
Kline and French Foundation, 
Philadelphia. All grants are to be 
applied to the support and devel- 
opment of osteopathic education 
and research, and three are open 
primarily to faculty members in 
osteopathic colleges. 


Announced to midyear Board * 
Dr. Mulford’s announcement came 
during the midyear meetings of the 
A.O.A. Board of Trustees and The 
Osteopathic Foundation Board of 
Directors. Serving with Dr. Mul- 
ford on the committee are Drs. 
George W. Northup, Immediate 
Past President of the A.O.A., and 
Lawrence W. Mills, A.O.A. Direc- 
tor of Education. Dr. True B. Eve- 
leth, Secretary of the Foundation, 
is a Committee consultant. 

“In administering the grants,” 
said Dr. Mulford, “Committee 
members will work closely with the 
deans of osteopathic colleges. This 
will insure the best use of the funds 
to further the long-term program 
of osteopathic educators to revise 
and improve teaching methods. It 
is the recommendation of our Com- 
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mittee that the four grants be used 
in the field of osteopathic teaching.” 


Post-doctorate study * The grant 
from the Wyeth Laboratories, for 
$5,000, will be for 2 years at $2,500 
a year, and will be awarded to a 
faculty member of an osteopathic 
college for postdoctorate study. 
The recipient will be selected from 
a list of faculty members recom- 
mended by each of the colleges. 
The $2,500 grant from the Ayerst 
Laboratories is the broadest of the 
four in its application. It will sup- 
port advanced study by a faculty 
member in his clinical field for a 
minimum period of 4 months. The 
work need not be taken under os- 


Outside the profession: 


Ayerst Laboratories. . 
Republic Steel Corporation 


Within the profession: 


New educational grants 


The following grants in the field of education have just been 
announced by the Committee on Educational Grants: 


Wyeth Fund for oe? Medical Education 


Smith, Kline and French Foundation 


College of Osteopathic Medicine and Surgery, Des 
Moines, Iowa, four teaching fellowships, each for 


teopathic auspices. The program 
of study must, however, be ap- 
proved by the college in which the 
applicant is teaching. 

The Smith, Kline and French 
award of $2,500 is to be given to 
the Dean’s Committee of the Amer- 
ican Association of Osteopathic 
Colleges, to be applied to their 
program of review and revision of 
the osteopathic curriculum. 


Low-back injuries * The Republic 
Steel Corporation’s grant of $2,500 
will be awarded an osteopathic 
physician, preferably a member of 
an osteopathic college faculty, for 
clinical study in industrial injuries, 
with emphasis on the study of low- 
back injuries. 

Applications for the first three 
grants must be in the hands of the 
Committee on Educational Grants, 
The Osteopathic Foundation, 212 
East Ohio Street, Chicago 11, by 
May 1. Announcement of awards 
will be made on June 1. 


COMS announces fellowships 
In keeping with the general pro- 
gram of faculty training, the Col- 
lege of Osteopathic Medicine and 
Surgery, Des Moines, Iowa, is offer- 
ing four full-time fellowships in 
clinical instruction, each for $5,000 
a year, to osteopathic graduates 
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who wish to pursue careers as Os- 
teopathic educators. 

In this program, emphasis will be 
placed on the basic sciences. Re- 
cipients of the fellowships will be 
ranked as assistant clinic super- 
visors, and will work with ten jun- 
ior and senior students. They will 
conduct ward walks, and partici- 
pate in seminars and conferences, 


COUNCIL ON FEDERAL 


Clinic pension plans 


> The Federal Register of De- 
cember 23, 1959 carried proposed 
rules, to be effective either as pro- 
posed or in modified form effective 
with the tax year 1960, which 
would permit doctors to form cor- 
porate-like associations to gain cor- 
porate status for tax and pension 
plan purposes. 

The matter has been under con- 
sideration by the Internal Revenue 
Service since a Federal Court in 
1954, U.S. v. Kintner, C. A. Mon- 
tana, 1954, 216 F. 2d 418, upheld 
the corporate tax status of such a 
group for those purposes. The In- 
ternal Revenue Service has not 
heretofore acquiesced in the tax 
policy of that decision. 

The proposed regulations at- 
tempt to define the elements of 
qualifying organizations. In doing 
so, it is pointed out that since asso- 
ciates and an objective to carry on 
business and divide the gains there- 
from are common to both corpora- 
tions and partnerships, the determi- 
nation of whether an organization 
which has such characteristics is to 
be treated for tax purposes as a 
partnership or as an association 
(corporation) depends on whether 
there exists centralization of man- 
agement, continuity of life, free 
transferability of interests, and lim- 
ited liability. The proposed rules 
cite the following examples: 

Example (1). A group of seven doc- 
tors forms a clinic for the purpose of fur- 


nishing, for profit, medical and surgical 
services to the public. They each transfer 
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with the possibility of applying this 
fellowship study toward specialty 
certification. 

“The college at Des Moines has 
set up these fellowships,” said Dr. 
William B. Strong, chairman of the 
C.O.M.S. Department of Medicine, 
“as a facet of the over-all effort of 
osteopathic education to prepare 
faculties for the future. Osteopath- 


PROGRAMS 


assets to the clinic and their agreement 
provides that except upon complete liqui- 
dation of the organization on the vote 
of three-fourths of its members, no mem- 
ber has any individual interest in its as- 
sets. Their agreement also provides that 
neither the death, insanity, bankruptcy, 
retirement, resignation, nor expulsion of 
a member shall cause the dissolution of 
the organization. A member who with- 
draws does not have the power to dis- 
solve the organization. The management 
of the clinic is vested exclusively in an 
executive committee of four members 
elected by all the members, and no one 
who is not a member of this committee 
has the power to bind the organization 
by his acts. Members of the clinic are 
personally liable for all debts of, or 
claims against, the clinic. Every member 
has the right to transfer his interest to a 
doctor who is not a member of the or- 
ganization, but he must first advise the 
organization of the proposed transfer and 
give it the opportunity on a vote of the 
majority to purchase the interest at its 
fair market value. The organization has 
associates and an objective to carry on 
business and divide the gains therefrom. 
While it does not have the corporate 
characteristic of limited liability, it does 
have the characteristics of centralized 
management, continuity of life, and a 
modified form of transferability of inter- 
ests. The organization will be classified 
as an association for all purposes of the 
Internal Revenue Code. 

Example (2). A group of seven doc- 
tors forms a clinic for the purpose of fur- 
nishing, for profit, medical and surgical 
services to the public. They each transfer 
assets to the clinic and their agreement 
provides that except upon complete liqui- 
dation of the organization on the vote of 
three-fourths of its members, no member 
has any individual interest in its assets. 
Their agreement also provides that 
neither the death, insanity, bankruptcy, 
retirement, resignation, nor expulsion of 
a member shall cause the dissolution of 
the organization. However, a member 
who withdraws does have the power to 


ic education must do its part tg 
prepare for the critical days ahead 
in medical education.” 

Application for these fellowships 
are to be made to Dr. Strong, chair. 
man of the Department of Medi- 
cine, College of Osteopathic Medi- 
cine and Surgery, Des Moines, 
Iowa. Applications must be syb- 
mitted by May 1. 


dissolve the organization. While the 
agreement provides that the management 
of the clinic is to be vested exclusively 
in an executive committee of four mem- 
bers elected by all the members, this pro- 
vision is ineffective as against outsiders 
who had no notice of it; and, therefore, 
the act of any member within the 

of the organization’s business binds the 
organization insofar as such outsiders are 
concerned. While the agreement declares 
that each individual doctor alone is liable 
for acts of malpractice, members of the 
clinic are, nevertheless, personally liable 
for all debts of the clinic including claims 
based on malpractice. No member has 
the right, without the consent of all the 
other members, to transfer his interest to 
a doctor who is not a member of the 
clinic. The organization has associates 
and an objective to carry on business 
and divide the gains therefrom. How- 
ever, it does not have the corporate 
characteristics of continuity of life, cen- 
tralized management, limited _ liability, 
and transferability of interests. The or- 
ganization will be classified as a partner- 
ship for all purposes of the Internal Rev- 
nue Code. 


Hill-Burton conference 


> A conference of the Surgeon 
General of the Public Health Serv- 
ice with the State and Territorial 
Hospital and Medical Facilities 
Survey and Construction Authori- 
ties, held in Washington, D.C., Jan- 
uary 5, 1960, adopted the following 
recommendations: 

1. That the Surgeon General, to- 
gether with the states, continue the 
study and development of criteria 
and uniform procedures relating to 
renovation and modernization of 
existing hospitals and medical fa- 
cilities. 

2. That the Congress of the Unit- 
ed States be petitioned to enact 
federal legislation providing grants 
and technical assistance to be ad- 
ministered through the state hospi- 


tal construction authority: (1) to 
assist the several states (a) to sur- 
yey the need for new hospitals 
and related medical facilities and 
services in the larger population 
centers as well as the need for 
modernization and expansion or 

ssible conversion of existing care 
facilities, (b) to develop a realistic 
plan reflecting population growth 
and shifts (a program of facilities 
and services which will assure the 
indicated patient care of high qual- 
jty at the lowest’ possible cost as 
well as adequate training and re- 
search programs with every effort 
being directed toward avoiding un- 
necessary duplication); (2) to as- 
sist local planning bodies in devel- 
oping comprehensive plans for 
medical care facilities and services 
in their communities or regional 
areas; and (3) to assist in needed 
construction, modernization, expan- 
sion or possible conversion on the 
basis of an established priority sys- 
tem. 

3. That the Congress of the Unit- 
ed States be petitioned to amend 
the Hospital and Medical Facilities 
Survey, Planning and Construction 
Act to provide financial assistance 
on a matching basis to all states for 


‘ the improvement of the adminis- 


tration of the program; and that 
such matching funds be available 
to match state appropriations that 
are over and above present existing 
expenditure levels. 

4, That the State and Territorial 
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Hospital and Medical Facilities 
Authorities urge the Surgeon Gen- 
eral to take whatever action is nec- 
essary to remove restrictions on the 
use of any Public Health Service 
control grant-in-aid funds for per- 
sonnel actually engaged in the ad- 
ministration of the Hill-Burton pro- 
gram. 

5. That the State and Territorial 
Hospital and Medical Facilities 
Authorities urge the Surgeon Gen- 
eral to take whatever action is nec- 
essary to allow the construction of 
rehabilitation facilities, the pro- 
gram for which would include the 
medical component and at least 
one or more of the other compo- 
nents of comprehensive rehabilita- 
tion, i.e., psychological, vocational, 
and social evaluation and services. 


6. That the Congress of the Unit- 
ed States be petitioned to remove 
the ceiling of $1,200,000 as present- 
ly contained in Section 636 of the 
Public Health Service Act; that for 
the fiscal year 1961, $10 million be 
appropriated to provide for needed 
research and demonstration in the 
hospital and medical field; and that 
the authority contained in Section 
636 be expanded to authorize par- 
ticipation in experimental and dem- 
onstration construction. 


7. That the category of tubercu- 
losis hospital be included in the 
category of chronic disease hospi- 
tals and facilities, under both Parts 
“C” and “G” of the U. S. Public 


As President of the American Osteopathic Association Dr. Galen S. Young is scheduled in the 
coming months to attend these conventions and meetings: 
American College of Osteopathic Obstetricians and Gynecologists and American College of Os- 
teopathic Pediatricians, San Antonio, Texas, February 21-25 
New Jersey Association of Osteopathic Physicians and Surgeons, Atlantic City, March 12-13 
National Health Forum, of the National Health Council, Miami Beach, Florida, March 14-17 
Colorado Osteopathic Association, Colorado Springs, March 31-April 3 

Texas Association of Osteopathic Physicians and. Surgeons, Dallas, April 27-30 

Arkansas Osteopathic Association of Physicians and Surgeons, Little Rock, May 1-2 

Ohio Osteopathic Association of Physicians and Surgeons, Columbus, May 1-4 

Minnesota State Osteopathic Association, Minneapolis, May 5-7 
Wisconsin Association of Osteopathic Physicians and Surgeons, Delavan, May 11-12 
Indiana Association of Osteopathic Physicians and Surgeons, Indianapolis, May 15-17 
Virginia Society of Osteopathic Physicians and S urgeons, Williamsburg, May 27-28 
Maine Osteopathic Association, Rockland, June 24 


Health Service Regulations, and 
that tuberculosis hospitals be elimi- 
nated as a separate hospital cate- 
gory. 

8. That the State and Territorial 
Hospital and Medical Facilities Au- 
thorities urge the Surgeon General 
to take whatever steps are neces- 
sary to permit the use of Hill-Bur- 
ton funds to assist in the construc- 
tion of administrative areas in 
facilities designed for state health 
departments. 

9. That the State and Territorial 
Hospital Construction Authorities 
recommend to the Surgeon General 
that the Hill-Burton Act be amend- 
ed so that Part C funds may be 
transferred to Part G category. 

10. That any federal funds ap- 
propriated by Congress to aid in 
the construction of medical school 
facilities be administered through 
the State Hospital and Medical Fa- 
cilities Construction Authorities in 
accordance with a national priority 
system. 

11. That the Public Health Serv- 
ice together with the American 
Medical Association, American 
Hospital Association, and State 
Hospital Authorities study and de- 
velop guides for the provision of 
disaster services, where feasible, in 
the planning of new hospitals. 

12. That the State and Territorial 
Construction Authorities request 
the Secretary, Department of 
Health, Education, and Welfare, to 
investigate and clarify the federal 
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policy regarding the payment of 
federal funds for subsistence to 
welfare patients in publicly owned 
nursing home facilities. 


Blood Council to publish 
directory of services 


> Informational material and spe- 
cific data for 1959 are now being 
gathered from all hospitals and 
blood banks in the United States 
and territories by the Joint Blood 
Council. The information will be 
published in a new directory of 
Blood Transfusion Facilities and 
Services and issued by early spring. 

The first directory produced by 
the Council covered the year 1956 
and included 2202 facilities which 
collect, process, distribute or use 
whole blood. 

Technical and operating proce- 
dures of blood banks and hospital 
transfusion services as well as 
sources and usage of blood are to 
be recorded. Also included will be 
approvals, supervision, reciprocity 
exchange systems and other serv- 
ices such as tissue storage banks. 
This information has been found to 
be useful to hospitals, blood banks, 
and medical libraries and to fed- 
eral medical agencies. 

The primary purpose of the Joint 
Blood Council is to “establish a 
national blood program in order to 
assure an adequate supply of blood 
and blood derivatives to the civil- 
ian and military population at all 
times of peace or emergency.” The 
Council’s directory service fur- 
nishes a basis for such a program 
by locating transfusion services and 
blood banks and recording their 
capabilities and dependencies. 

The forthcoming directory will 
list hospitals using blood as well as 
hospital blood banks, Red Cross 
centers, and community blood 
banks which collect, process, and 
distribute it. All osteopathic facili- 
ties are requested to complete the 
directory cards and return them 
immediately. 


Council on Development members and con- 
sultants visit during a “coffee break" in the 
midyear meeting of the A.O.A. Board of 
Trustees. They are, left to right: Drs. Charles 
W. Sauter, I], Charles L. Naylor, Russell M. 
Husted, William B. Strong, Roy J. Harvey, 
and George W. Northup. 


COUNCIL ON DEVELOPMENT 


Council members hold 
midwinter meeting 


>» The meeting of the A.O.A. 
Council on Development, held in 
Central Office Sunday, January 17, 
brought reports from the chairman 
of the eleven committees that cover 
the present span of Council activ- 
ity. It also brought the first issue 
of “The Link,” a news bulletin on 
Council affairs which is to be pub- 
lished monthly. It will be distrib- 
uted to National Council members, 
state council members, divisional 
society secretaries, those concerned 
with development in osteopathic 
colleges, administrators of A.O.A.- 
approved hospitals, and officers of 
the Auxiliary to the A.O.A. and of 
the National Osteopathic Guild As- 
sociation. Mortimer T. Enright, 
who recently joined the Central 
Office Executive Department as an 
administrative assistant, is bulletin 
editor. 

Other matters of general interest 
presented to the Council included: 

The preliminary report on the 
hospital study that is being con- 
ducted by Lloyd L. Hall, Council 
member. This is an exhaustive 
survey of hospital service as it per- 
tains to the osteopathic profession. 
In general, it covers such matters 


as hospital locations in relation to 
community need and to areas in 
which hospitals have more than 
ordinary prospect of success. The 
study is expected to be completed 
by mid-summer. . 

The second of the two booklets 
on estate planning, “What You 
Should Know About Estate Plan- 
ning,” is now off the press and is 
being distributed with its com- 
panion piece, “How to Plan Your 
Estate.” Members of state councils 
are urged to supply copies of these 
booklets to physicians for redistri- 
bution to interested patients. 

Missouri and Colorado, the new- 
est of the nineteen state Councils 
on Development, have announced 
their slates of officers. They in- 
clude: 

Missouri: Drs. Gilbert H. Kroe- 
ger, Bethany, chairman; Wilbur T. 
Hill, Liberty; Richard A. Michael, 
Jefferson City; George W. Ring- 
land, Cape Girardeau; and J. Ed- 
ward Sommers, Clayton. 

Colorado: Drs. C. Lloyd Peter- 
son, Denver, chairman; Robert W. 
Hays, Fort Collins; Gene F. Mahaf- 
fey, Englewood; L. E. Mitchell, 
Longmont; W. C. Mill, Denver; 
C. M. Parkinson, Denver; D. Rob- 
ert Patterson, Ault; and C. Robert 
Starks, Denver. 


pEPARTMENT OF PUBLIC AFFAIRS 


Bureau of Public Education on Health 


1960 Alabama 
Licensing Laws 


>» Three new licensing laws relat- 
ing to the practice of osteopathy in 
Alabama became effective on Jan- 
uary 1, 1960. They are the Alabama 
Basic Science Law, an amended 
Medical Practice Act, and the State 
Healing Arts Act. It is under the 
Medical Practice Act that doctors 
of osteopathy are licensed. At the 
same time, a new state law regulat- 
ing the practice of chiropractic be- 
came effective. 


Basic Science Law ¢ The Ala- 
bama Basic Science Law, the twen- 
ty-fourth to be enacted in the 
United States, defines the basic 
sciences as anatomy, physiology, 
chemistry, pathology, and bacteri- 
ology. The law will be adminis- 
tered by a State Board of Examin- 
ers in the Basic Sciences, made up 
of five members appointed by the 
State Board of Education. Requi- 
sites for membership are clearly 
marked out. Ineligible for mem- 
bership are persons engaged in the 
practice of the healing arts or ones 
who hold healing arts degrees. 
Eligible are professors, assistant or 
associate. professors, or instructors 
on the faculties of institutions of 
higher learning within the State of 
Alabama. Not more than three may 
come from the same institution. 

The law provides that examina- 
tions given by the Board shall be 
conducted in a manner entirely fair 
and impartial for representatives of 
all schools or systems of practice. 
Applicants remain unknown until 
after certificates have been granted 
or refused. Until that time, they 
are identified by number. 

To be eligible for examination by 
the Board, one must be a citizen of 
the United States, at least 19 years 
of age, of good character, a grad- 
uate of an accredited high school, 
and have completed at least two 
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scholastic years of professional ed- 
ucation. This must include the sub- 
jects covered in the basic science 
examination; in the case of osteo- 
pathic applicants, professional 
training must have been taken in a 
school approved by the American 
Osteopathic Association. 

The Board is authorized to waive 
examination if the applicant has 
passed examination in another 
state, territory, or the District of 
Columbia before a Board of Ex- 
aminers in the Basic Sciences, a 
State Board authorized to issue li- 
censes to practice the healing arts, 
or before the National Board of 
Medical Examiners. Extensive pro- 
visions are included for both the 
administration and enforcement of 
the law. Stringent penalties are 
provided for persons obtaining a 
basic science certificate by fraud, 
attempting to bribe a member of 
the board, or practicing in the state 
without a certificate. 

Provisions of the act indicate that 
it is basically applicable to doctors 
of medicine, osteopathy, and chiro- 
practic. It does not apply to any 
person authorized under law to 
practice the healing arts in the state 
on or before January 1. 


Medical Practice Act * The 
Alabama Medical Practice Act, un- 
der which doctors of osteopathy in 
the state are licensed to practice, 
has undergone significant amend- 
ments, but has not been changed in 
regard to its administration. The 
Act is administered by the State 
Board of Medical Examiners com- 
posed only of doctors of medicine. 
The basic provision in regard to the 
practice of osteopathy under this 
law is set forth in Section 259 as 
follows: 

An applicant for a certificate of qualifi- 
cation to practice medicine or osteopathy 
in this state shall be examined in writing, 
by the state board of medical examiners, 
in the following branches of medical 
learning, to-wit: General medicine, sur- 
gery, obstetrics, gynecology, preventive 
medicine and jurisprudence; and such 
other branches as the board may require. 


All applicants coming before the board 
for examination must present a certifi- 
cate issued by the board of examiners in 
the basic sciences and a diploma showing 
graduation from a medical college ap- 
proved by the state board of medical ex- 
aminers or a college of osteopathy ap- 
proved by the state board of medical 
examiners. If said applicant shall obtain 
an average of seventy-five per cent in 
the branches set forth herein, and all 
other branches wherein the board re- 
quires an examination, there shall be is- 
sued to the state licensing board for the 
healing arts a certificate of qualification 
in behalf of said applicant, which shall 
entitle said applicant to apply to the said 
board for license to practice medicine or 
osteopathy in Alabama; and no person 
shall practice medicine or osteopathy un- 
less and until such person shall have ob- 
tained a license and a certificate of regis- 
tration from the state licensing board for 
the healing arts. 

It will be noted that applicants 
for a license to practice medicine or 
osteopathy take the same general 
examination. The subjects cover 
general medicine, surgery, and 
such other branches as the board 
may require. Provisions of the 
Medical Practice Act in regard to 
the administration of the law have 
been spelled out in greater detail 
than formerly. Restrictions con- 
tained in the prior law relating to 
the practice of osteopathy have 
been deleted by the amendments 
under this new law. The adminis- 
trative provisions of the act are ap- 
plicable to both M.D.’s and D.O.’s. 
The new law constitutes a consid- 
erable improvement over the prior 
Medical Practice Act which had 
been in need of revision for some 
time. 


Healing Arts Act * The Third 
law of significance to the osteo- 
pathic profession which became ef- 
fective on January | creates a board 
to be known as the “State Licensing 
Board for the Healing Arts.” It is 
composed of the secretary of state, 
the attorney general, and the state 
superintendent of education. The 
Board is to be served by an execu- 
tive officer selected from a panel 
of three names submitted to the 
governor by the Board. The exec- 
utive officer is not to possess a 
healing arts degree. 

This new Healing Arts Board is 
to have exclusive power and au- 
thority to issue all licenses to prac- 
tice the healing arts in the State of 
Alabama. By definition, this power 
seems to encompass the practice of 
medicine, osteopathy, chiropractic, 
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and chiropody. The professional 
licensing boards must certify to this 
new Healing Arts board the names 
of persons who have successfully 
passed their examinations or quali- 
fy for licensure by reciprocity or 
endorsement, and whose applica- 
tions have been acted favorably 
upon by said licensing boards. 

The purpose of the new Healing 
Arts Act is to give an over-all su- 
pervision, discretion, and judgment 
with respect to the issuance of li- 
censes authorizing persons to prac- 
tice the above named healing arts 
within the State of Alabama. Each 
license issued shall be signed by 
the executive officer of the State 
Licensing Board for the Healing 
Arts, and by the chairman or other 
presiding officer of the State Li- 
censing Board charged with certi- 
fying the applicant for licensure. 
Any applicant for licensure must 
have previously complied with the 
provisions of the basic science law 
as well as the professional licensing 
law. 

All persons holding licenses to 
practice the healing arts on Janu- 
ary 1 are being issued a license by 
said Board to practice the healing 
arts upon making application to 
said Board, all other requirements 
for such license being expressly 
waived. The State Licensing Board 
for the Healing Arts is required to 
issue annually a directory listing all 
persons licensed to practice any 
branch of the healing arts in Ala- 
bama. 

Each person licensed to. practice 
the healing arts must annually ap- 
ply to the Healing Arts Board for 
a certificate of registration which is 
to be effected during the calendar 
year. A $5.00 fee for annual regis- 
tration is required. Persons so reg- 
- istered are required to display their 
registration certificates in conspicu- 
ous places in the offices or places 
in which they practice. It is further 
provided that each licenseholder 
must identify his school of practice 
by use of his professional degree at 
the entrance to his office as well as 
by setting forth his school of prac- 
tice. In the case of a doctor of os- 
teopathy, this is done by use of the 
term “osteopathic physician.” 

The State Licensing Board for 
the Healing Arts is given concur- 
rent enforcement powers with the 
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other licensing boards in the en- 
forcement of all laws relating to 
the regulation of the healing arts. 
Specifically, twenty-three regula- 
tory provisions are set forth in the 
Healing Arts Act itself. These pro- 
visions are extremely extensive and 
would bear scrutiny by any organi- 
zation considering amending or re- 
vising the regulatory provisions of 
a licensing law. The enforcement 
powers of the Board include the 
right to seek an injunction, and 
also provide for the employment of 


enforcement agents to assist in the 
maintenance of a rigid administra. 
tion enforcement of the Act. 

Thus Alabama commences the 
year 1960 with a new set of profes. 
sional healing art licensing laws ap- 
plicable to the osteopathic profes- 
sion. The enactment of these laws, 
with their extended and enlight- 
ened provisions in regard to the 
practice of osteopathy, will, it is 
hoped provide increased opportu- 
nity for the profession to be of 
service in Alabama. 


HEADQUARTERS ACTIVITIES 


Staff travels 


> Association affairs will take 
these seven members of Central 
Office staff away from Chicago dur- 
ing February: 

Executive Secretary True B. Eve- 
leth; Katherine Becker and Betty 
Kanameishi of the Editorial De- 
partment; and Otha W. Linton and 
Leonard Heffel of the Division of 
Public and Professional Service, to 
attend the annual conventions of 
the American College of Osteopath- 
ic Obstetricians and Gynecologists 
and the American College of Os- 
teopathic Pediatricians, being held 
in San Antonio, Texas, February 22 
to 25. 

Robert Bennett, director of the 
Osteopathic Progress Fund, will 
meet with divisional society officers 
and leaders in North Carolina and 
Georgia in mid-month to discuss 
plans for introducing into the two 
states the support-through-dues 
plan of college support. 

Robert A. Klobnak, P. & P. S. di- 
rector, is attending a meeting of 
the newly-organized Florida Coun- 
cil on Development, being held in 
Tampa February 14. 


Medical films 


> The following reviews are of 
films recently received by the Divi- 
sion of Public and Professional 
Service from research laboratories, 


drug companies, and health agen- 
cies. Unless otherwise indicated, 
the films are provided by their pro- 
ducers without charge other than 
postage. 


Clinical management of acute 
leukemia—Two patients, one an 
adult and the other a young girl, 
suffering from acute leukemia are 
pictured here. The diagnosis, lab- 
oratory findings, treatment meth- 
ods, and prognosis are discussed in 
each instance. 1959. 16 mm., color, 
sound, 22 minutes. Schering Cor- 
poration, Bloomfield, New Jersey. 


A day called “X”—A dramatic doc- 
umentary film of the way the city 
of Portland, Oregon, has prepared 
its defenses against a nuclear at- 
tack. Included with the film is an 
information sheet that outlines per- 
tinent points. 1958. 16 mm., sound, 
black and white, 28 minutes. Fed- 
eral Defense Administration, Battle 
Creek, Michigan. 


Peridural and caudal anesthesia 
—Anatomic study of lumbar and 
thoracic skeleton. Caudal anatomy, 
positioning, and continuous caudal 
anesthesia are demonstrated. Indi- 
cations, contraindications, advan- 
tages, disadvantages, and technics 
are included. 1955. 16 mm., color, 
sound, 21 minutes. Astra Pharma- 
ceutical Products, Inc., Neponset 
Street, Worcester 6, Massachusetts. 


This section is published monthly to inform the practicing physician about new drug products and medical equipment 
made available on the market. It is a reference section prepared by Tue JournaL from descriptive material furnished 
by ethical manufacturers. The American Osteopathic Association does not necessarily advocate the use of these prod- 
ucts nor disapprove any product not included. The purpose of the section is to provide trustworthy information in a 
convenient form. 


RITONIC® 


Chemistry ¢ Ritonic is a stimulant 
and vitamin-hormone supplement 
containing Ritalin hydrochloride 
(brand of methylphenidate hydro- 
chloride), and a balanced comple- 
ment of vitamins, calcium, and 
hormones. Each Ritonic capsule 
contains 5 mg. Ritalin hydrochlo- 
ride, 1.25 mg. methyltestosterone, 5 
meg. ethinyl estradiol, 5 mg. thia- 
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min (vitamin B,), 1 mg. riboflavin 
(vitamin B,), 2 mg. pyridoxine (vi- 
tamin B,), 2 mcg. vitamin B,. ac- 
tivity, 25 mg. nicotinamide, and 
250 mg. dicalcium phosphate. 


Pharmacodynamics °¢ Ritalin is a 
non-amphetamine stimulant; the 
compound offered by Ritonic ex- 
erts physical alerting effects as well 
as anabolic stimulation and nutri- 
tional support. Ritonic elevates 
mood quickly and smoothly, and 
the effects last about 4 hours with- 
out extreme letdown or rebound. 


Toxicology * Ritonic appears to 
be eminently safe. Doses 10 to 20 
times the recommended therapeu- 
tic range have been administered 
without evidence of toxicity, con- 
vulsion, or excessive pressor effect. 
Ritonic rarely if ever affects blood 
pressure, pulse, sleep, or appetite. 
Side effects reported have been 
Nausea has been noted 
in a few cases; nervousness, palpi- 


minimal. 


tation, or insomnia, if they occur, 
can generally be eliminated by re- 
ducing the dosage. 


Indications * Ritonic is indicated 
for elevation of mood and main- 
tenance of vitality in patients who 
are losing their drive, alertness, vi- 
tality, and zest for living because 
of the natural degenerative changes 
of advancing years. Ritonic also 
benefits patients debilitated or de- 
pressed by chronic illness, over- 
work, etc., as well as those recuper- 
ating from illness or surgery. 


Contraindications * Ritonic should 
be given with caution to patients 
with marked anxiety or agitation, 
since the Ritalin component may 
exaggerate the symptoms of these 
conditions. 


Dosage schedule * One capsule in 
mid-morning and in mid-afternoon 
is the average dosage. 


How supplied ¢ Ritonic is sup- 
plied in capsules, in bottles of 100. 


Manufacturer * CIBA Pharma- 
ceutical Products, Inc., 556 Morris 
Avenue, Summit, New Jersey. 
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PANTHO-FOAM*™™ 


Chemistry * Pantho-Foam com- 
bines hydrocortisone 0.2 per cent 
and pantothenylol 2.0 per cent in 
an aerosol foam for topical appli- 
cation. 


Pharmacodynamics The hydro- 
cortisone in the combination acts 
to suppress inflammation, pruritus, 
and allergic manifestations. The 
effects of pantothenylol are sooth- 
ing, antipruritic, and healing. It 
has been suggested that hydrocor- 
tisone administered topically tends 
to concentrate after a few hours 
within the cytoplasm of the fibro- 
blasts. The hormone appears to 
act in inflammation by preventing 
the release and enhancing the re- 
moval of substances coming from 
injured cells and thus preventing 
further cellular destruction. Topi- 
cal application of pantothenylol, 
the active alcohol analog of panto- 
thenic acid, has been observed to 
favor regeneration and functional 
recovery of damaged epithelium 
in dermatoses involving both skin 
and mucous membranes. Since 
pantho-Foam is in aerosol form, 
the skin can continue to “breathe” 
through the air spaces in the foam, 
while the active ingredients act to 
allay inflammation, relieve pain, 
itch, and swelling, check oozing 
and edema, reduce crusting and 


4% 


scaling, and promote smooth gran- 
ulation and healing. Application 
of the foam directly to affected 
areas, without physical pressure or 
manipulation, minimizes or elimi- 
nates insult to traumatized tissues. 


Toxicology * The prolonged and 
regular use of hydrocortisone-pan- 
tothenylol combinations, even on 
widespread areas of dermatitis, ap- 
pears to be remarkably safe. Per- 
cutaneous absorption of hydrocor- 
tisone does not occur, as evidenced 
by the absence of systemic biologic 
effects. Neither sensitization nor 
rebound of symptoms has been ob- 
served among thousands of cases 
treated. 


Indications * Pantho-Foam is a 
nontraumatizing dermatologic ap- 
plication for prompt relief of pain, 
itching, and inflammation, and for 
acceleration of healing in inflam- 
matory and allergic dermatoses in- 
cluding atopic dermatitis (infan- 
tile eczemas, allergic eczemas, 
disseminated 
lichen chronicus simplex, eczema- 
toid dermatitis, etc.), contact der- 


neurodermatitis, 


matitis (poison ivy, oak, sumac; 
drugs, cosmetics, chemicals, met- 
als), pruritic lesions (intractable 
pruritus, pruritus ani et vulvae, 
diaper rash), seborrheic dermatitis, 
burns, 


traumatized lesions, and 


stasis ulcers. 


Contraindications * There are ap- 
parently no contraindications to 
the use of pantho-Foam. In the 
presence of infection, pantho- 
Foam should be used in conjune- 
tion with appropriate antibiotic 
agents. 


Dosage schedule * The foam is 
applied directly to affected areas 


two or three times a day, or more 
often if needed. 


How supplied ¢ In 1-oz. and 2-0z. 
aerosol containers providing push- 
button control of foam. 


Manufacturer ¢ U.S. Vitamin & 
Pharmaceutical Corporation, 250 
East 43rd Street, New York 17, 
New York. 


References * Kline, P. R., Med. 
Times 84:148, 1956. Welsh, A. L., 
and Ede, M., Ohio State M. J. 52: 
1052, 1956. Kline, P. R., and Cald- 
well, A., New York State J. Med. 
52:1141, 1952. Combes, F. C., and 
Zuckerman, R., J. Invest. Dermat. 
16:379, 1951. O’Brasky, L., Conn. 
State M. J. 20:633, 1956. Boggan, 
W. H., and Labecki, T. D., Clin. 
Med. 61:365, 1954. Welsh, A. L., 
and Ede, M., A.M.A. Arch. Der- 
mat. & Syphilol. 69:732, 1954. 
Spiesman, M. G., and Malow, L., 
Am. J. Proct. 6:44, 1955. Dubow, 


E., Arch. Pediat. 71:323, 1954. 
Litchfield, H. R., Arch. Pediat. 76: 
73, 1959. Witten, V. H., Ann. New 
York Acad. Sci. 61:534, 1955. 
Welsh, A. L., and Ede, M., Ohio 
State M. J. 51:350, 1955. Welsh, 
A. L., and Ede, M., Ohio State M. 
J. 50:837, 1954. Sulzberger, M. B., 
and Witten, V. H., M. Clin. North 
America 38:321, 1954. Sulzberger, 
M. B., and others, J. Am. Med. A. 
151:468, 1953. McCorriston, L. R., 
Canad. M. A. J. 70:59, 1954. Dough- 
erty, T. F., and Schneebli, G. L., 
Ann. New York Acad. Sci. 61:328, 
1955. 
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DELVEX™ 


Chemistry * Delvex is a synthetic 
polyvermicide, a brand of dithiaza- 
nine iodide. It is designated chem- 
ically as 3,3’-diethylthiadicarbocya- 
nine iodide, and has an intense 
blue color. It is only slightly solu- 
ble in water. 


Pharmacodynamics * Delvex is 
useful in the treatment of most of 
the common helminthic infections, 
being especially effective in cases 
of enterobiasis (pinworm infec- 
tion) and ascariasis (roundworm 
infection). Its usefulness in cases 
of trichuriasis (whipworm) and 
strongyloidiasis (another type of 
roundworm) is especially impor- 
tant because these conditions have 
previously been refractory to con- 
ventional therapy. Dithiazanine is 
rated as the first broad-spectrum 
anthelmintic for human use. The 
mechanism of action of the drug is 
not entirely known. Studies with 
related compounds have shown 
that in the whipworm of dogs, the 


DELVEX 
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anaerobic metabolic reactions es- 
sential for the survival of the para- 
site are inhibited, presumably by 
effects on the enzyme systems. 
Clinically, it has been observed 
that adult trichurids and ascarids 
and the eggs found in the stools of 
patients under treatment with Del- 
vex are stained by the dye. The 
trichurids are dead, but the ascar- 
ids, although paralyzed, can be 
revived. 


Absorption, fate, excretion * Be- 
cause of its low solubility, Delvex 
in therapeutic doses is not ordi- 
narily absorbed to any clinically 
detectable degree by the gastroin- 
testinal tract; it is excreted in the 
stools and gives them a character- 
istic blue color. In general, none 
of the drug when given in the 
usual dosage can be detected in 
the urine under the conditions of 
a test sensitive to 1 mcg. per ml. 


Toxicology * Reported side effects 
have included anorexia, nausea, 
vomiting, abdominal cramps, and 
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diarrhea. Treatment has not been 
terminated because of side effects 
in any patients receiving the drug 
in recommended doses. Undesir- 
able reactions have been mini- 
mized by administering the drug 
after meals, and when necessary 
by reducing the dose and prolong- 
ing the treatment. In therapeutic 
doses, Delvex apparently does not 
cause hematopoietic, hepatic, or 
renal damage, or other toxic ef- 
fects. There has been no evidence 
of azotemia, and no ill effects have 
been noted by patients with 
chronic pyelonephritis or nephro- 
sis, heart disease, anemia, or mal- 
nutrition, or by pregnant women. 


Indications * Delvex is indicated 
in the treatment of infections 
caused by susceptible parasites, 
especially Enterobius vermicularis, 
Ascaris lumbricoides, Trichuris 
trichiura, and Strongyloides ster- 
coralis. It may be of some value in 
hookworm infections, although the 
concomitant use of other hook- 
worm remedies is advised. It may 
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also be of value in the treatment 
of infection due to tapeworm, in- 
cluding Hymenolepis nana. It is 
efficacious in mixed infections in- 
volving susceptible parasites. Its 
prophylactic use in endemic areas 
has not been adequately investi- 
gated as yet. 


Contraindications ¢ Delvex is rela- 
tively nontoxic, and there is no 
absolute contraindication to its use 
under careful supervision and in 
suggested dosages, for any patient 
capable of receiving oral treatment. 
It should be used with caution in 
patients with renal disease, since 
animal experiments indicate that 
there may be a possibility of renal 
damage in rare cases. 


Dosage schedule * The average 
adult dose is 100 mg. three times 
the first day of treatment and 200 
mg. three times daily for 4 more 


days. For enterobiasis, less than 
the average dose (100 to 200 mg. 
three times daily for 5 days) is ad- 


vised. Trichuriasis and ascariasis 
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usually respond to the average 
dose. For strongyloidiasis the treat- 
ment period should be extended to 
10 to 14 days; the schedule may 
be repeated after 2 weeks. For 
children weighing over 20 pounds, 
the average dose is 50 mg. for 
every 10 pounds (up to 300 mg.) 
in divided doses for the first day 
of treatment, and 100 mg. for every 
10 pounds for 4 more days. If nec- 
essary, treatment may be extended 
for 10 to 14 days, or as long as 21 
in some cases. For enterobiasis, 
half the average daily dose may 
be given. Ingestion of the drug 
after meals tends to minimize side 
effects. 


How supplied ¢ Specially coated 
tablets to minimize gastric irrita- 
tion and provide for slow release 
of the drug in the intestines: 50 
mg., bottles of 50 (No. 1813); 100 
mg., bottles of 50 (No. 1814); 200 
mg., bottles of 50 (No. 1815). 


Manufacturer ¢ Eli Lilly and Com- 
pany, Indianapolis 6, Indiana. 


References * Frye, W. W., and 
others, Am. J. Trop. Med. & Hyg. 
6:890, 1957. McCowen, M. C., Cal- 
lender, M. E., and Brandt, M. C., 
Am. J. Trop. Med. & Hyg. 6:894, 
1957. Swartzwelder, J. C., and 
others, J. Am. M. A., 165:2063, 
1957. Miller, J. H., and others. Am. 
J. Digest. Dis, 3:229, 1958. Swartz- 
welder, J. C., and others, A.M.A. 
Arch. Int. Med. 101:658, 1958. 
Swartzwelder, J. C., and others, 
Am. J. Trop. Med. & Hyg. 7:329, 
1958. Most, H., New England J. 
Med. 259:441, 1958. Wagner, E. 
D., Lemon, F. R., and Burnett, H. 
S., Am. J. Trop. Med. & Hyg. 7:600, 
1958. Tice, L. F., Pharmacy Inter- 
nat. 12:8, Dec. 1958. Young, M. 
D., and others, A.M.A. Arch. 
Neurol. & Psychiat. 80:785, 1958. 
Paine, D. H. D., Lower, E. S., and 
Cooper, T. V., British M. J. 1:93, 
1959. Paravissini, F., Oliver-Gon- 
zalez, J., and Maldonado, J. F., 
Bol. Asoc. med. de Puerto Rico 
51:135, 1959. Winship, W. S., and 
Hennessy, E. F., South African M. 
J. 33:354, 1959. Aguilar, F. J., Am. 
J. Trop. Med. & Hyg. 8:305, 1959. 
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MUREL®—S.A. 


Chemistry * Murel is a brand of 
valethamate bromide, 2-diethyl- 
aminoethy] -3-methy] -2-phenylval - 
erate methyl-bromide. 


Pharmacodynamics * Murel acts 
on smooth-muscle spasm by means 
of a unique three-way mechanism 
in one molecule: anticholinergic, 
musculotropic, and ganglion-block- 
ing. The drug provides greater 
therapeutic control than any single- 
action drug employed alone, and 
with an exceptionally low inci- 
dence of side effects. Murel inhib- 
its the transfer of parasympathetic 
stimuli to the effector cells of 
smooth muscle (atropinelike ac- 
tion), acts directly on smooth 
muscle (papaverinelike), and ex- 
erts a definite but transient gan- 
glion-blocking action to comple- 
ment and reinforce the anticholin- 
ergic and musculotropic actions. It 
also provides synergistic action on 
smooth-muscle spasm and _ breaks 
the chain reaction of spasm-pain in 
peptic ulcer. 

In experimental studies, the ef- 
fect of intravenous administration 
of Murel on gastric motility was to 
reduce the intensity and frequency 
of peristalsis in normal subjects, 


with no diminution in normal 
tonus. In the biliary tract, the drug 
clearly inhibited the contractile 
reflex of the gallbladder. In the 
urinary tract there was evidence 
of dilation in the range of the renal 
pelvis-calyx system, and of de- 
creased motor activity. In clinical 
studies, Murel has been found to 
provide good to excellent results in 
most cases of smooth-muscle spasm 
and pain due to functional, patho- 
logic, and infectious conditions. 
Comparison with other antispas- 
modics, when possible, has indicat- 
ed that on the average, Murel is 
more effective. The sustained ac- 
tion tablets are effective for 6 to 
9 hours; regular tablets and paren- 
teral form, 4 to 6 hours. Orally, 
Murel acts within 30 to 60 minutes, 
and by injection within 10 to 20 
minutes. 


Toxicology * No toxic reactions 
have been reported to date even 
with dosages well above the thera- 
peutic range. The rapid detoxi- 
fication and excretion prevent 
cumulative effects. As a result, 
parasympatholytic side effects are 
less frequent than with other anti- 
cholinergics. The possibility of side 
effects is further reduced by the 
low therapeutic doses, the natural 
pharmacologic specificity, and the 


brevity of the ganglion-blocking 
effects. Clinical studies have re- 
vealed no significant changes in 
hemoglobin, hematocrit, leukocyte 
count, urinalysis, pulse rate, blood 
pressure, or liver and kidney pro- 
files. Murel is well tolerated; no 
toxic effects have been noted in 
patients with myocardial, renal, or 
hepatic damage; no allergic reac- 
tions have been reported. At higher 
than average doses, certain side 
effects have been reported, such as 
mouth dryness, disturbances of 
accommodation, and _ interference 
with micturition or defecation. 
When such side effects have oc- 
curred they have been mild and 
transient. 


Indications * Murel is indicated 
for the treatment of spasm of the 
gastrointestinal, genitourinary, and 
biliary tracts, and for adjunctive 
therapy in peptic ulcer. It is spe- 
cific for the spasm and hypermotil- 
ity associated with peptic ulcer. 


Contraindications * There ap- 
pear to be no contraindications to 
the use of the product itself; it is 
safe for any condition manifested 
by a hypercholinergic disturbance. 
Caution: As with any other anti- 
spasmodic, caution should be exer- 
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cised in the presence of prostatic 
hypertrophy, glaucoma, and car- 
diac arrhythmias. 


Dosage schedule * The average 

oral dosage of Murel is 40 to 80 

mg. daily, but the dosage will vary 

according to the type and severity 

of the case. Higher dosages are 

usually required in spasm of the 

genitourinary and biliary tracts. In 

the presence of acute and severe 
spasm, a parenteral dose of 10 to 
20 mg. (1 to 2 cc.) is advised, to 
be repeated every 4 to 6 hours up 
to 60 mg. in a 24-hour period. In 
gastrointestinal spasm and peptic 
ulcer, 1 sustained action tablet (40 
mg.) should be given morning and 
evening, or 2 regular tablets (20 
mg.) four times a day. In geni- 
tourinary and biliary spasm, 
chronic cases may be treated by 
1 sustained action tablet (40 mg.) 
morning and evening, or 1 or 2 

regular tablets (10 or 20 mg.) four 
times daily; acute cases, 2 cc. (20 
mg.) intravenously or intramuscu- 
larly every 4 to 6 hours, as needed. 
In preoperative and postoperative 
cases, 2 cc. (20 mg.) may be given 
intramuscularly, 30 to 60 minutes 
before and after surgery. The usual 
maintenance dose is 1 sustained ac- 
tion tablet morning and evening, 
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or 1 or 2 regular tablets four times 


daily. 


How supplied * Murel-S.A. tab- 
lets, 40 mg.; Murel with Pheno- 
barb-S.A., 40 mg. with 0.5 grain 
phenobarbital. Also available: 10- 
mg. tablets regular Murel; 10-mg. 
tablets with 0.25 grain phenobarbi- 
tal. All tablets are supplied in 
quantities of 100 and 1,000. Murel 
Injectable, 10 mg. per cc., is sup- 
plied in 5-ce. vials. 


Manufacturer * Ayerst Labora- 
tories, New York 16, New York. 


References ¢ Peiser, U., Med. 
Clin. 50:1479, 1955. Berndt, R., 
Arzneimittel-Forsch, 5:711, 1955. 
Rostalski, M., Zentralbl. Gynak. 
78:1153, 1956. Krause, D., Pharma- 
cology report, Nov. 1953. Pharma- 
cology reports, Research Council, 
Ayerst Laboratories. Krause, D., 
and Schmidtke-Ruhman, D., Arznei- 
mittel-Forsch. 5:599, 1955. Winter, 
H., Medizinische, Aug. 27, 1955, p. 
1206. Medical records, Ayerst Lab- 
oratories. Holbrook, A. A., Amer. 
Pract. & Dig. Treat. 10:842, 1959. 
Fernando, H. E., Science 115:43, 
1952. Ruffin, J. M., and others, 
Gastroenterol. 23:252, 1953. 
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ANALEXIN*™ 


Chemistry * Analexin is reported 
to be the first analgomylaxant, a 
new synthetic chemical called 
phenyramidol hydrochloride (2- 
(betahydroxyphenethylamino)- 
pyridine hydrochloride). Each 
Analexin tablet contains 200 mg. of 
phenyramidol; the drug is also 
available as Analexin-AF, each tab- 
let containing 100 mg. of phenyra- 
midol and 300 mg. of aluminum 
aspirin. 


Pharmacodynamics Analexin 
possesses two different pharmaco- 
logic properties: It produces gen- 
eral analgesia by raising the pain 
threshold, thus decreasing the per- 
ception of pain, and achieves mus- 
cle relaxation by selectively de- 
pressing subcortical and spinal 
polysynaptic transmission (inter- 
neuronal blockade), abolishing ab- 


normal muscle tone without im- 
pairing normal neuromuscular 
function. Thus, in painful states 
that are intensified by increased 
tension, Analexin appears to be 
more effective than the usual anal- 
gesic agents. Although the anal- 
gesic potency of one tablet of Ana- 
lexin is clinically equivalent to 1 
grain of codeine, Analexin is non- 
narcotic and nonhabituating. The 
muscle relaxant effect is compara- 
ble to the most potent oral muscle- 
relaxant now available. Tolerance 


to the drug has not been noted. 


Toxicology * Analexin does not 
produce centrally induced side ef- 
fects such as sedation and eupho- 
ria. Mild gastrointestinal irritation 
or epigastric distress and pruritus 
with or without rash have been re- 


ported occasionally; these side ef- 


fects subside promptly when dos- 
age is reduced or discontinued. 


Indications ¢ Analexin is indicated 
for the relief of pain and associated 
muscle tension in dysmenorrhea, 
abdominal distress, genitourinary 
conditions, tension headache, gout, 
dry-socket pain, etc.; for the relief 
of musculoskeletal spasm and pain 
in low-back syndrome, myalgia, 
sprains and strains, glass arm, wry 
neck, and osteoarthritis. Analexin- 
AF is indicated when pain and ten- 
sion are associated with inflamma- 
tory processes and/or fever, as in 
arthritis, arthralgia, bursitis, tendi- 
nitis, myalgia of strain and tear, 
and preoperative and postoperative 
toothache. 


Dosage schedule * The usual dose 
of Analexin is 1 or 2 tablets every 
4 hours. In dysmenorrhea the dose 
may be 2 tablets at onset of pain, 
and 1 tablet every 2 to 4 hours 
thereafter, as needed. The recom- 
mended dose of Analexin-AF is 2 


tablets every 4 hours, or as re- 
quired. 


How supplied * Analexin and Ana- 
lexin-AF tablets in bottles of 100. 


Manufacturer ¢ Irwin, Neisler & 
Co., Decatur, Illinois. 


References * Gray, A. P., and 
Heitmeier, D. E., J. Am. Chem. 
Soc. 81:4347, 1959. Gray, A. P., and 
Heitmeier, D. E., J. Am. Chem. 
Soc. 81:4351, 1959. O'Dell, T. B., 
and others, J. Pharmacol. & Exper. 
Therap., in press. O'Dell, T. B., 
and others, Fed. Proc. 18:1694, 
1959. Batterman, R. C., Grossman, 
A. J., and Mouratoff, G. J., Am. J. 
Med. Sci. 238:315, 1959. Wainer, 
A. S., New York Academy of Sci- 
ences, Dec. 5, 1959. Clinical Report 
No. 511, in files of Med. Dept., Ir- 
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ORETIC® Toxicology * Hydrochlorothiazide 
cémbines a high therapeutic ratio 
with very low toxicity. In dogs, 
daily doses up to 60 mg. per kg. 
were well tolerated for periods up 
to 4 weeks. The poor solubility of 
hydrochlorothiazide in water 
makes it difficult to determine a 
true LD,» by either the oral or the 
intravenous route. Since marked 
increases in the excretion of fluid 
and electrolytes are obtained with 
small doses of Oretic, patients 
should be observed closely for 
early signs of fluid or electrolyte 
imbalance. To guard against po- 
tassium depletion, patients on reg- 
ular maintenance therapy should 
be instructed to take approximate- 
ly 8 ounces of tomato or citrus 
fruit juice two to four times each 
day. If this is not possible, potas- 
sium chloride may be adminis- 
tered by mouth in a dose of 1 
gram two to four times daily. 


Chemistry * Oretic is a brand of 
hydrochlorothiazide, a synthetic 
heterocyclic compound possessing 
diuretic properties. It is a white, 
crystalline solid which is slightly 
soluble in cold water or alcohol 
and more readily soluble in alka- 
line solutions. Hydrochlorothiazide 
is 6-chloro-3, 4-dihydro-7-sulfamyl- 
2H-1, 2, 4-benzothiadiazine 1, 1- 
dioxide. 


Pharmacodynamics * The primary 
action of Oretic appears to be on 
the renal tubules, where the re- 
absorption of sodium and chloride 
is blocked to about the same de- 
gree, so that excretion of these 
electrolytes is considerably in- 
creased. Excretion of potassium 
and bicarbonate is increased also, 
but to a lesser degree. The excre- 
tion of electrolytes causes a sec- 
ondary excretion of water, particu- 
larly when fluid has been retained 
in the body; this mechanism has 
not yet been fully explained. The 
action of Oretic in lowering high 
blood pressure also is not fully un- 
derstood. 


Indications * Oretic has been 
found effective in the treatment of 
renal and cardiac edema, and as an 
adjunct in the management of 
toxemia of pregnancy, premen- 
strual tension, and steroid edema. 
The drug is indicated in the man- 
agement of the majority of cases 
of hypertension; it may be used 
alone in mild cases or in combina- 
tion with more potent antihyper- 
tensive agents in more severe cases. 
High potency increases the excre- 
tion of salt as well as water, which 
often permits the relaxation of 
rigid restrictions on salt intake. 


Absorption; fate; excretion * In 
studies of laboratory animals, hy- 
drochlorothiazide was well ab- 
sorbed following oral administra- 
tion. Diuretic activity started 
promptly, reached a maximum in 
about 3 hours, and persisted for 4 
to 6 hours or more. It appeared that 
the drug was eliminated by the 
kidney, although glomerular filtra- 
tion rate and renal plasma flow 
were not significantly altered, 


Dosage schedule * For the con- 
trol of edema, the suggested initial 


dose is 50 to 100 mg. taken after 
breakfast; the dosage may be re. 
peated later in the day if necessary 
and taken twice daily until the pa- 
tient’s weight approaches normal, 
When control is established it may 
be maintained by smaller doses, 
As little as 25 mg. may be effective 
in some patients; others may need 
as much as 150 mg. In hyperten- 
sion, Oretic should initially be 
given early in the day. The total 
daily dose can be given after 
breakfast; maintenance doses can 
be divided and taken twice or three 
times a day. In mild hypertension, 
Oretic alone may produce the de- 
sired result. The average initial 
adult dose is 75 mg., with adjust- 
ment according to response. The 
maintenance dose generally be- 
comes the minimum amount which 
produces the desired effect on 
blood pressure. The maximum is 
usually about 150 mg., in 50-mg. 
doses three times a day. When 
Oretic is used with other antihy- 
pertensive agents, initial dosages 
should be adjusted more slowly, 
since the action of compounds such 
as rauwolfia derivatives may not be 
apparent for some weeks. Regular 
administration of Oretic tends to 
make patients more sensitive to the 
action of the other agents being 
used, so the initial dose of the anti- 
hypertensive agent should be rela- 
tively small—about one-half the 
recommended dosage. Satisfactory 
maintenance doses of combined 
drugs should be adjusted accord- 
ing to the individual patient’s re- 
quirements. 


How supplied ¢ Tablets, 25 mg. 


and 50 mg., in bottles of 100 and 
1,000. 


Manufacturer * Abbott Labora- 
tories, North Chicago, Illinois. 


References * Freis, E. D., Wilson, 
[. M., and Parrish, A. E., Circula- 
tion 16:882, 1957. Wilson, I. M., 
and Freis, E. D., Circulation 18: 
800 (Pt. 2), 1958. Tapia, F. A., 
and others, Lancet 2:831, 1957. 
Wilkins, R. W., New England J. 
Med. 257:1026, 1957. Hollander, 
W., Chobanian, A. V., and Wil- 
kins, R. W., Clin. Research 6:21, 
1958. Mackie, J. E., and others, 
New England J. Med. 259:1151, 
1958. Ford, R. V., Moyer, J. H., 
and Spurr, C. L., Arch. Int. Med. 
100:582, 1957. Bayliss, R. I. S., 
Marrack, D., and Zilva, J. F., Lan- 
cet 1:120, 1958. Schreiner, G. E., 
and Bloomer, H. A., New England 
J. Med. 257:1016, 1957. Finnerty, 
F. A., Jr., Buchholz, J. H., and 
Tuckman, J., J. Am. Med. A. 166: 
141, 1958. Wener, J., Friedman, R., 
and Schucher, R., Canad. M. A. J. 
78:592, 1958. Pitts, R. F., and oth- 
ers, J. Pharmacol. & Exper. Therap. 
123:89, 1958. Herrmann, G. R., 
Hejtmancik, M. R., and Kroetz, F. 
W., Texas State J. Med. 54:854, 
1958. Vertes, V., and Sopher, M., 
J. Am. Med. A. 170:1271, 1959. 
Zatuchni, J., King, W., and Resin- 
ski, M., Am. J. Med. Sci. 237:479, 
1959. Platts, M. M., Brit. M. J., 
June 20, 1959, p. 1568. Sackner. M. 
A., Wallack, A. A., and Bellet, S., 
Am. J. Med. Sci. 237:575, 1959. 
Brest, A. N., and Likoff, W., Am. 
J. Cardiol. 3:144, 1959. 
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A critical appraisal 
of oral hypoglycemic agents 


> In the September 1959 issue of the Journal of the 
American Geriatrics Society, Thomas Hodge Mc- 
Gavack, M.D., points out that the mechanism of ac- 
tion of the orally administered hypoglycemic agents 
is still obscure. No one of these compounds behaves 
physiologically like insulin. It is thought that they 
somehow interfere with the enzyme systems in the 
liver that are concerned with production and release 
of glucose. If this is the case both functional and 
anatomic damage to the liver might occur after a 
long period. In any event, these agents should be 
used with caution and should not be used in juvenile, 
labile, or “brittle” diabetics; in diabetes following 
pancreatectomy or complete destruction of the islets 
of Langerhans by pancreatic disease; in diabetics 
with acute infections or with ketosis or acidosis; in 
diabetics with renal complications or those who are 
pregnant; and in diabetics who are overweight and 
adhering poorly to diet. The ideal candidate for trial 
of an orally given hypoglycemic agent is the relative- 
ly normal or underweight patient with mild diabetes, 
in whom glycosuria develops shortly after use of in- 
sulin has been discontinued but in whom ketosis de- 
velops only after a relatively long period of poor 
control. 


Forensic obstetrics 


> Some of the basic medical considerations upon 
which obstetricians and gynecologists must rely in 
managing certain problems with serious medicolegal 
implications are discussed by Keith P. Russell, M.D., 
in the September 1959 issue of California Medicine. 
A problem of this type is traumatic abortion. In 
such cases, the physician should apply three criteria: 
The course of pregnancy must have been normal in 
all respects before trauma; the conceptus or abortus 
must show no evidence of developmental abnor- 
mality; bleeding and abortion must occur within 
minutes or a few hours after the accident. In prob- 


506 


lems of therapeutic abortion because of rubella, the 
diagnosis of rubella must have been made by a phy- 
sician; exposure to the disease is insufficient for con- 
sideration. In addition, the pregnancy must have 
been of less than 10 weeks’ duration when infection 
occurred. In cases of Rh incompatibility, there must 
be a history of one or more stillbirths or immediate 
neonatal deaths caused by this condition and the 
husband must be homozygous; otherwise therapeutic 
abortion cannot be reasonably considered. With re- 
gard to sterilization, it is stressed that all such pro- 
cedures carry a small but definite failure rate. The 
physician should protect himself by properly worded 
operative consent forms. The use of therapeutic 
abortion review boards and sterilization committees 
in all hospitals is recommended as a medicolegal 
safeguard. Early and active joint study of profes- 
sional problems by combined groups of physicians 
and lawyers is also advocated. 


Birth injuries to the spinal cord 


> A report of 2 cases and a review of the literature 
relating to birth injuries to the spinal cord form the 
subject of this article by W. Eugene Stern, M.D., and 
Robert W. Rand, M.D., in the American Journal of 
Obstetrics and Gynecology for September 1959. 
From 1923 to the present time, 53 examples of such 
birth injury have been reported. Although the im- 
mediate causes and clinical aspects of the cases vary 
considerably, the damage in all instances is attendant 
upon difficult obstetric extraction. Forceful breech 
extraction is the commonest obstetric situation, al- 
though cephalic presentation may also be associated 
with cord injury. The cervicothoracic spinal cord is 
the predominant site of injury, which may be com- 
plete or patchy. Forceful traction plus angulation of 
the vertebral column offers the greatest chance of 
damage to the cord with or without attendant verte- 
bral column trauma. The disparity between the plia- 
ble ligamentous column and the less elastic spinal 
cord and meninges explains the often severe cord 
lesions without bone or joint injury. 

In any case, the result is paraparesis or paraplegia, 
both of which involve severe morbidity and high 
mortality for infant patients. In the paraplegic in- 
fant, any added insult, which might be benign to a 
normal infant, may be fatal. Of the 2 cases reported 
by the authors, the first infant died of a respiratory 
infection at the age of 5% months; the second lived 
almost 2 years, showing some slight improvement in 
neurologic function during that time, but death oc- 
curred from a urinary tract infection by hemolytic 
staphylococcus. The authors discuss in detail the 
morbid anatomy, pathogenesis, and clinical features 
associated with this type of birth injury, and point 


out that treatment must be largely supportive—only 
rarely will operative measures be applicable. The 
problems of raising a paraplegic infant into child- 
hood are extremely difficult. It is true that partial 
lesions may be compatible with reasonable develop- 
ment, and there is a further possibility that the 
growth potential of infantile nervous tissue may offer 
opportunities for considerable regeneration. Preven- 
tion of the injury, however, is the only sound “treat- 
ment,” and physicians must be alert to its possible 
occurrence and to the vulnerability of the spinal cord 
to stretch and angulation. When vigorous extractive 
methods are needed, the physician must pay at least 
as much attention to the spinal cord as to the umbili- 
cal cord. 


Chymotrypsin therapy of peptic ulcer: 
results in 78 cases 


> The use of chymotrypsin as an adjunct in the 
treatment of peptic ulcer is strongly recommended 
by A. A. Mozan, M.D., in Postgraduate Medicine for 
October 1959. The author reports that in a series of 
78 cases of peptic ulcer, excellent results were ob- 
tained with this enzyme alone or in conjunction with 
other medication. The period of follow-up observa- 
tion was short, however, and the author expressed 
hope that this report would lead to more widespread 
interest in the use of chymotrypsin and to studies 
made for the purpose of confirmation. 

Of the 78 patients in the series, only 10 were wom- 
en. For the study, the patients were divided into two 
groups: Group 1 included 24 cases of gastric, duo- 
denal, or marginal ulcer in which chymotrypsin was 
the only medication. Group 2 included 54 cases in 
which chymotrypsin was used in conjunction with 
tranquilizers. Most of the patients in Group 2 were 
confined to the hospital because of persistent bleed- 
ing or some obstructive phenomenon; in these cases 
treatment by conventional methods had not been ef- 
fective. An additional group of 26 cases, Group 3, 
was the control group, in which a tranquilizer was 
the only drug used. Rigid criteria were used in the 
selection of cases in all three groups. In the absence 
of proof of intestinal hemorrhage, the ulcer had to be 
demonstrated by roentgenologic indication of a 
crater or niche. The average age for all the patients 
was about 40. A dietary regimen was maintained 
and smoking was prohibited. 

In Group 1, cessation of all symptoms and com- 
plete healing of the ulcer took place in 21 of the 24 
cases. Although the results were excellent, the author 
emphasizes that additional therapy with adjunctive 
drugs is indicated for acceleration of symptomatic 
relief and to control complications such as vomiting 
and bleeding. In Group 2, symptoms disappeared 
and healing of the ulcer occurred in 49 of the 54 
cases. In view of the refractoriness of these cases 
the results were considered most heartening. In the 
control group, cessation of symptoms and healing of 
the ulcer occurred in 13 of the 26 cases; the average 
time for healing was considerably longer than with 
the other groups, and many of the patients were in- 
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capacitated so far as gainful employment was con- 
cerned. The author concludes that concomitant use 
of anticholinergic drugs and tranquilizing agents en- 
hances the healing properties of chymotrypsin by 
affording rest to the involved portion of the stomach 
and by relieving psychic stress. 


Early diagnosis of multiple pregnancy 


> The use of the electroencephalograph in prenatal 
examination of a relatively large number of patients 
is reported by Lieut. Charles A. Novotny, MC, U.S. 
Navy, Lieut. William K. Hass, MC, U.S. Naval Re- 
serve, and Capt. Dwight A. Callagan, MC, U.S. 
Navy, in The Journal of the American Medical Asso- 
ciation, October 17, 1959. Interest in this procedure 
has grown out of the increase in complications asso- 
ciated with multiple gestation, the importance of 
early diagnosis, the growing concern about irradia- 
tion damage from roentgen examinations, and the 
need for a safe and reliable way to determine intra- 
uterine death. The results reported in this article 
confirm previous reports that the electroencephalo- 
graph offers a safe and convenient method for pre- 
natal examination. 

In their studies the authors made no attempt to 
identify P or T waves or to determine fetal distress, 
but used the electroencephalograph solely to deter- 
mine the presence or absence of fetal heart activity 
and thereby the existence of fetal life and the number 
of fetuses present. For the 321 tracings obtained 
from 295 patients, the accuracy of diagnosis was 90 
per cent between the twentieth and twenty-seventh 
weeks of gestation; 100 per cent accuracy of diagno- 
sis of multiple gestations was obtained during this 
period, the most favorable period for application of 
the test. The earliest diagnosis of twins was made at 
16 weeks. The accurate diagnosis of triplets was 
easily made at 20 weeks; it was of interest that a 
roentgenogram made 4 weeks later in this case was 
still inconclusive for triplets. 

The test is easily performed by a technician trained 
in electroencephalography and does not usually re- 
quire the presence of a physician during the record- 
ing. After outlining details of the technic, the authors 
note that because of its ease of application, its ac- 
curacy and safety, as well as its overwhelming ac- 
ceptance by patients, this test is now used routinely 
at the U.S. Naval Hospital, Portsmouth, Virginia, in 
the prenatal examination in all cases of suspected 
multiple gestation or of intrauterine fetal death. 


Air conditioning in dermatology 


> Patients with various skin disorders are benefitted 
by the controlled humidity and temperature possible 
with air conditioning, reports Milton Reisch, M.D.., 
in the New York State Journal of Medicine, Septem- 
ber 1, 1959. Physical factors as the cause or aggrava- 
tion of many dermatoses are frequently neglected. 
When the mean monthly temperature exceeds 80 de- 
grees and the dew point exceeds 70 degrees, and 
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these are combined with lack of motion of the air 
over an extended period, the skin gradually loses its 
ability to withstand the constant exposure to exces- 
sive perspiration. The protective sebaceous film grad- 
ually diminishes; perspiration no longer collects at 
the openings of the sweat pores but is absorbed into 
the horny protecting layer. With such hydration, this 
later becomes a better growth medium for both bac- 
teria and fungi. The ensuing inflammation, along 
with existing edema, induces closure of the pores 
and eventual rupture of the superficial portion of the 
sudoriferous ducts, resulting in miliaria crystallina or, 
with a lower degree of inflammation, the common 
miliaria rubra (prickly heat). The physical and men- 
tal comfort induced by air conditioning has consid- 
erably relieved and aided in the treatment of patients 
with furunculosis, acne, generalized neurodermatitis, 
pemphigus vulgaris, Darier’s disease, and other high- 
ly troublesome skin conditions. 


Complications in 430 consecutive 
pulmonary resections for tuberculosis 


> Ina survey of 430 consecutive cases of resection 
for pulmonary tuberculosis, 81 significant complica- 
tions and 10 deaths were noted, according to a report 
by Richard D. Floyd, M.D., William F. Hollister, 
M.D., and Will C. Sealy, M.D., in Surgery, Gynecol- 
ogy & Obstetrics, October 1959. The survey was un- 
dertaken to review such complications and to ex- 
amine the methods used in treatment. 

The series included all pulmonary resections car- 
ried out at the North Carolina Sanatorium during the 
6-year period from 1952 through 1957. The over-all 
mortality rate for the series was 2.3 per cent, but the 
authors note that in the latter half of the series the 
rate decreased to 0.9 per cent. Bronchopleural fistula 
was the most common complication, occurring in 10.5 
per cent of the cases. All the deaths came during the 
postoperative period except one, which followed 
hemorrhage during operation. Pneumonectomy re- 
sulted in the highest mortality. In about half the 
cases the operative procedure was lobectomy with 
segmental or wedge resection; in the latter part of 
the series there were more segmental and fewer 
wedge resections. 

All the patients received antituberculous chemo- 
therapy before and after the operation. In most cases 
the drugs consisted of isoniazid and para-aminosali- 
cylic acid, or isoniazid and streptomycin; occasionally 
all three drugs were used. In patients with positive 
sputum or with bilateral disease, either cycloserine, 
pyrazinamide, or viomycin was used during the op- 
eration. Further drug treatment depended on the 
residual disease, the presence of acid-fast bacteria, 
and the progress shown by clinical and x-ray exami- 
nations. The minimal occurrence of nontuberculous 
empyema, spread of tubercular disease, and pyogenic 
wound infection, and the disappearance of tubercu- 
lous empyema, were considered to be directly related 
to chemotherapy. In the last 215 cases no spread of 
tubercular disease occurred after surgery. 

' Aside from bronchopleural fistula, the other com- 
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plications noted included hemothorax, nontubercy. 
lous empyema, disease spread, wound infection (] 
case), brachial palsy, and postoperative psychosis, It 
was noted that the incidence of serious complications 
decreased during the 6-year period. In addition to 
the antimicrobials now available, other factors in this 
decrease include better understanding of pulmonary 
physiology, improved anesthesia technics, adequate 
transfusions, and greater experience in treating surgi- 
cal complications. 


Streptokinase and streptodornase in the 
treatment of postoperative vaginal discharge 


> The local application of a jelly containing two 
enzymes has proved effective in controlling odorous 
vaginal discharge, according to a report by William 
H. ReMine, M.D., and Thomas R. Murphy, M.D., 
in Proceedings of the Staff Meetings of the Mayo 
Clinic, September 16, 1959. Streptokinase, an acti- 
vator of plasma profibrinolysin, promotes fibrinolysis 
in exudate containing blood and serum; streptodor- 
nase, a desoxyribonuclease, breaks down the nucleo- 
protein in the coagulum and sediment in purulent 
exudate. Since a combination of the two had been 
used successfully in cases of hemothorax and empy- 
ema, as well as for enzymatic debridement of 
wounds, ulcers, abscesses, and hematomas, it seemed 
reasonable to expect similar results in vaginal 
wounds. The combination, in the form of a thin 
jelly, was used as the only local instillation in 100 
cases of vaginal hysterectomy and repair of a cys- 
tocele, where a profuse and foul discharge from the 
vagina was noted after the operation. The authors 
consider the results most gratifying, in that the dis- 
charge was completely eliminated in 87 cases and 
considerably decreased in 8; no patient required 
more than three treatments. 


Adult hypertrophic pyloric stenosis 


> Hypertrophic pyloric stenosis occurs often 
enough in adult patients to warrant its consideration 
in differential diagnosis, according to a report by 
Harry C. Mack, M.D., in the A.M.A. Archives of In- 
ternal Medicine, October 1959. The author reports 
two cases, one focal and the other diffuse, in which 
the symptoms and radiologic findings were so varia- 
ble as to require exploratory surgery for definitive 
diagnosis. Details of the cases are given in the article. 

The symptoms and signs of hypertrophic pyloric 
stenosis are not as characteristic in the adult as in 
the infant with the congenital disease. Many benign 
and malignant entities can produce symptoms and 
physical and radiologic findings similar to those in 
hypertrophic pyloric stenosis. Symptoms such as 
anorexia, early satiety with meals, upper abdominal 
distention with pain aggravated by eating, post- 
prandial vomiting, and weight loss are not charac- 
teristic enough to differentiate lesions in the pyloric 
and duodenal regions. The incidence and relative 
significance of associated gastrointestinal lesions 


with hypertrophic pyloric stenosis is controversial; 
the relationship, if any, between pyloric stenosis and 
gastric or duodenal ulcers is not well understood. In 
one of the two cases reported here, the symptoms 
were attributed to the presence of a peptic ulcer for 
more than a year. In the other, nausea was the main 
symptom, and repeated x-ray examinations had dis- 
closed an undefined mass in the stomach. It was 
thought that gastric malignancy might be the under- 
lying cause of the symptoms and radiologic findings 
in both cases. A subtotal gastrectomy was tolerated 
well by both patients and appeared to be curative. 
In each case, the 16-cm. portion of stomach removed 
showed no evidence of malignant change. 


A surface analgesic in treatment of 
musculoskeletal affections 


> With an analgesic to reduce pain, the therapeutic 
usefulness of exercise and massage is enhanced, 
according to a report by Edward E. Gordon, M.D., 
and Albert Haas, M.D., in Industrial Medicine and 
Surgery, May 1959. Since fatty substances can be 
absorbed percutaneously, especially with rubbing, 
it was reasoned that any fat-soluble analgesic per- 
meating deeply enough to reach sensory endings in 
the epidermis would alleviate pain of musculoskele- 
tal origin or of the referred type. In the study re- 
ported, the hypothesis was tested by using during 
massage a mixture containing certain organic oils, 
30 per cent methylsalicylate, and a fat-soluble an- 
algesic agent. Of the 41 patients treated, 30 had 
chronic painful musculoskeletal disorders of various 
kinds, and 11 had acute disorders including myositis, 
sprain, muscle tear, costoscapular syndrome, and ro- 
tator-cuff tendonitis. In all cases, a previous course 
of physical therapy and standard massage had been 
ineffective. On the program of analgesic massage 
and exercise, satisfactory relief was obtained by 26 
of the patients with chronic disease and all of those 
with acute conditions. Results derived from a blind- 
test procedure in 4 patients with long-standing pain 
substantiated the opinion that the preparation is an 
effective analgesic. As a surface analgesic it en- 
hances the usefulness of massage by reducing pain, 
thus permitting functional exercises otherwise im- 
possible to administer. In no instance was dermatitis 
or other side effect noted. 


Viral pharyngitis, laryngitis, 
and pneumonitis 


> Studies of the myxoviruses, adenoviruses, and 
enteroviruses in respiratory disease are reviewed by 
John M. Adams, M.D., and Clayton G. Loosli, M.D.., 
in the symposium on viral and rickettsial diseases 
which comprises the September 1959 issue of The 
Medical Clinics of North America. 

The authors note that the diseases listed in the title 
of the article include a wide variety of clinical enit- 
ties, many of which are now associated with known 
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viruses while others remain undifferentiated on an 
etiologic basis. Current research, however, is rapidly 
reducing the number of unknown and unclassified 
respiratory disease agents. Meanwhile the clinician 
must still rely largely on his epidemiologic knowl- 
edge and clinical skill in evaluating his patient’s 
history and physical findings. 

The myxoviruses have a special affinity for certain 
mucins, and the major diseases caused by this group 
are the influenzas A, B, and C. In addition, the close- 
ly related hemadsorption (HA) viruses types 1 and 
2 are now known to cause acute pharyngitis, pneu- 
monitis, bronchiolitis, and possibly laryngotracheo- 
bronchitis in children. A third myxovirus was iso- 
lated in 1956 from infants with croup; the strain was 
named croup-associated (CA) virus. 

The adenoviruses have a wide clinical spectrum, 
more than 20 types having been isolated during the 
past 5 years. The diseases associated with these 
agents are acute febrile pharyngitis, pharyngocon- 
junctival fever, pneumonia, acute follicular conjunc- 
tivitis, epidemic keratoconjunctivitis, and an epi- 
demic syndrome known simply as acute respiratory 
disease. Unlike the myxoviruses, the adenoviruses 
have received considerable attention in published 
reports covering epidemiology, laboratory character- 
istics, and clinical features. Vaccines for certain of 
these viruses have been under study since 1955. A 
formalin-killed vaccine made from types 3, 4, and 7 
is apparently effective in preventing or reducing in- 
fection by these strains. 

The known group of more than 50 enteroviruses 
includes 3 types of polioviruses, 24 types of Cox- 
sackie A, and 5 types of Coxsackie B, as well as the 
large group of enteric cytopathogenic human orphan 
(ECHO) viruses. Although the most striking syn- 
drome caused by viruses in this group is aseptic 
meningitis, acute respiratory disease also has been 
identified with certain of these agents. The physician 
concerned with etiologic aspects of acute respiratory 
disease must keep the poliovirus in mind, particu- 
larly in the summer months. The Coxsackie viruses 
are now known to produce disease throughout the 
world, and have been identified in several large 
epidemics. Vesicular pharyngitis, or herpangina, and 
epidemic pleurodynia are the chief clinical syn- 
dromes caused by the Coxsackie A and B viruses. 
Certain of the ECHO viruses, usually isolated from 
stool specimens, are known to cause acute respiratory 
tract infections especially in the colder months of the 
year. 

Virus pneumonia, or primary atypical pneumonia, 
may be caused by many of the known, and probably 
of the unknown, agents of respiratory infection, par- 
ticularly the influenza viruses and the adenoviruses. 
It is pointed out that more than one unidentified 
agent may produce the same syndrome, and that any 
one agent may induce both a pneumonic and a non- 

pneumonic form of disease. 

There is still no specific therapy for virus infec- 
tions of the respiratory passages; treatment remains 
symptomatic and preventive. Since mixed infections 
of all sorts are always possible, broad-spectrum anti- 
biotic treatment is probably justified in serious cases. 
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® Books for review which were received during the period 
from December 5 to January 5 are listed on advertising page 
A-217. Reviews of these books will be published as space 
permits. 


®» RECENT ADVANCES IN CARDIOLOGY. By Terence 
East, M.A., D.M., F.R.C.P., Physician, and Physician-in- 
charge of Cardiological Department, King’s College Hospital; 
and Curtis Bain, M.C., D.M., F.R.C.P., Consulting Physician, 
Harrogate General Hospital. Ed. 5. Cloth. Pp. 421, with 
illustrations. Price $10.00. Little, Brown & Company, 34 
Beacon Street, Boston 6, 1959. 


Perhaps this book should not be titled “recent” be- 
cause it is not easy to keep abreast with the subject 
in all its complicated and technical ramifications. Yet 
one must say that this fifth edition has been brought 
as up-to-date as is possible and that it has progressed 
greatly beyond the stage at which it was first pub- 
lished 30 years ago. 

Several of the subjects carried in previous editions, 
such as arterial disease, pregnancy, diphtheria, and 
shock in some aspects, are excluded in order to focus 
on certain selected matters where new knowledge 
has aroused interest. Subjects given detailed cover- 
age are congenital cardiac defects; infections of the 
heart, aorta, and pericardial sac; myocardial disease; 
hypertension; pulmonary heart disease; heart failure 
and its treatment; and others. 

Numerous illustrations and extensive references 
keyed directly to textual discussions combine toward 
making this book a valuable asset to everyone con- 
cerned with treatment of diseases of the heart. 


® ORTHOPAEDICS IN GENERAL PRACTICE. Is It 
Rheumatism Doctor? By W. H. Gervis, M.A., M.B., B.Ch., 
Cantab., F.R.C.S.; Orthopaedic Surgeon, West Kent Hospi- 
tal, Maidstone; Kent and Sussex Hospital, Tunbridge Wells; 
Queen Victoria Hospital, East Grinstead. Cloth. Pp. 120, 
with illustrations. Price $3.00. Charles C Thomas, Publisher, 
301-327 East Lawrence Avenue, Springfield, Illinois, 1958. 


A book that is almost microscopic in comparison 
with the orthopedic texts generally studied by doc- 
tors has been produced for the general practitioner, 
with a particular aim of dealing with common com- 
plaints in a practical manner. The author, who is 
British, began as a general practitioner. As he 
moved up into a higher echelon of medical practice, 
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he still remembered the maxim, “It’s the little things 
that try us.” His interest in trivial things has been 
transferred to this book, in an effort to provide an- 
swers for such common complaints as nonspecific 
aches and pains, with the patient's inevitable query, 
“It is ‘rheumatism,’ doctor?” 

This is by no means a complete text, and there 
are no doubt many important omissions. However, 
its small size, lack of verbosity, and almost colloquial 
style may make it very usable. 


>» THE YEAR BOOK OF CANCER. 1958-1959 Year Book 
Series. Edited by Randolph Lee Clark, Jr., B.S., M.D., MSc, 
(Surgery), D.Sc. (Hon.), Houston, Texas; Director and Sur- 
geon-in-Chief, The University of Texas M.D. Anderson Hospi- 
tal and Tumor Institute; Professor of Surgery, The University 
of Texas Postgraduate School of Medicine; Clinical Professor 
of Surgery, Baylor University College of Medicine; Chairman, 
Committee on Cancer, American College of Surgeons; 
F.A.C.S.; and Russell W. Cumley, B.A., M.A., Ph.D., Houston, 
Texas; Director of Publications, The University of Texas M.D. 
Anderson Hospital and Tumor Institute; Professor of Medical 
Journalism, The University of Texas Postgraduate School of 
Medicine; Executive Editor, Medical Arts Publishing Founda- 
tion. Cloth. Pp. 570, with illustrations. Price $8.00. Year 
Book Publishers, Inc., 200 East Illinois Street, Chicago 11, 
1959. 


Written for the physician who desires a review of 
currently published articles, this book presents com- 
plete, concise, and well-illustrated abstracts from 298 
articles on oncology chosen from approximately 
4,000, appearing in sixty-three American, thirty-seven 
foreign, and sixteen British journals the preceding 
year. Outstanding cancer specialists served as for- 
eign representatives on the Editorial Board which 
helped in reporting progress made in various cancer 
disciplines in this Year Book. 


>» EARLY DIAGNOSIS. By various authors. Edited by 
Henry Miller, M.D., F.R.C.P., Physician in Neurology, Royal 
Victoria Infirmary, Newcastle upon Tyne. Cloth. Pp. 400, 
with illustrations. Price $6.50. E. & S. Livingstone, Great 
Britain, 1959. The Williams and Wilkins Company, exclusive 
U.S. distributors, Mount Royal and Guilford Avenues, Balti- 
more 2. 


Early recognition of important diseases is the respon- 
sibility of the general practitioner, for whom this 
book is written. He must appreciate the signs which 
will lead him to commission on the part of his pa- 
tients the elaborate, expensive, and sometimes even 
potentially dangerous machinery of modern medical 
investigation. Early diagnosis is not only an intel- 
lectual satisfaction and the basis of reliable progno- 
sis, but is also of great practical importance today 
because of the headlong advances in therapeutics. 
In many instances early diagnosis may literally mean 
the difference between life and death for the patient. 


Diagnosis is only a means of determining the treat- 
ment which is safest and best for the patient. Physi- 
cians may sometimes find prolonged observation nec- 
essary for definite diagnosis. In some patients early 
signs of diseases may be clearly recognizable long 
before there is any hint of relevant symptoms while 
in others the best hope of early diagnosis is to think 
of the disease, such as in bronchial carcinoma. 

This book offers the unusual combination of twen- 
ty-five trained specialists in their respective fields of 
advanced study describing specific symptoms which 
constitute a pattern of the various diseases. Because 
of the clear cut and ready references to these, the 
general practitioner will want this distinctively Brit- 


ish-Aavored book on his shelf. 


>» DIAGNOSIS AND TREATMENT OF MENSTRUAL 
DISORDERS AND STERILITY. By S. Leon Israel, M.D., 
Professor of Gynecology and Obstetrics, Graduate School of 
Medicine, University of Pennsylvania; Chief Gynecologist, 
Graduate Hospital; Gynecologist and Obstetrician, Pennsyl- 
yania Hospital, Philadelphia. Ed. 4. Cloth. Pp. 666, with 
illustrations. Price $15.00. Paul B. Hoeber, Medical Book 
Department of Harper & Brothers, 49 East 33rd Street, New 
York 16, 1959. 


The basic approach which has made this book so 
popular in all three previous editions is still used by 
Dr. Israel, who takes full responsibility for its con- 
tents, the press of other duties having prevented the 
senior author of the first three editions, Dr. Charles 
Mazer, from participating. Permeating throughout, 
however, is the earlier preceptorship of, and the 
training, guidance, and instruction imparted by Doc- 
tor Mazer. 

As in each succeeding edition, new data, new pro- 
cedures and new treatments appear throughout the 
book reflecting the progress of recent years. New 
information is presented on such topics as the rela- 
tion of the hypothalamus to menstrual disorders, pro- 
gesterone therapy of amenorrhea, cervical and tubal 
factors in sterility, tuboplastic operations, and ovarian 
dysgenesis. 

Written so that the physician will quickly and 
easily find the information he needs, this new fourth 
edition of “Mazer & Israel” will prove to be inval- 
uable. 


>» CHEMICALS, DRUGS AND HEALTH. By John H. 
Foulger, M.D., Ph.D. Medical Adviser in Toxicology and 
Forensic Medicine. E. I. du Pont de Nemours and Company, 
Wilmington, Delaware. Cloth. Pp. 102. Price $4.25. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


The author feels that closer cooperation of specialists 
in physics, chemistry, and biology is necessitated by 
our chemical age. Even though each of these special- 
ists may be content with his own field of basic re- 
search, someone, somewhere, at some time must fuse 
the results into a pattern which can be applied to the 
furtherance of human health and happiness. Dr. 
Foulger has made an attempt to do this. He deals 
with natural and synthetic chemicals, how chemicals 


JOURNAL A.O.A., VOL. 59, FEB. 1960 


enter living tissues, enzymes and enzyme proteins in 
the cells, and the fate of a foreign chemical when it 
tries to enter or has succeeded in entering a living 
body. 

In this brief review, which is not a textbook of 
toxicology, Dr. Foulger aims to set at ease fearful 
minds—morbidly fearful because of ignorance—by 
answering the question as to what influence very 
small quantities of unnatural chemicals, potentially 
harmful, can have in the atmosphere of the home or 
at work. 


®» SYNOPSIS OF EAR, NOSE, AND THROAT DISEASES. 
By Robert E. Ryan, B.S., M.D., M.S. (ALR), F.A.C.S., De- 
partment of Otolaryngology, St. Louis University School of 
Medicine; Associate Otolaryngologist, St. John’s Hospital, St. 
Louis; Assistant Otolaryngologist, Cardinal Glennon Hospital 
for Children and St. Louis University Group of Hospitals, St. 
Louis; Diplomate, American Board of Otolaryngology; Former 
Fellow of Mayo Clinic, Rochester, Minn.; William C. Thornell, 
A.B., B.M., M.D., M.S. (ALR), F.A.C.S., Assistant Professor, 
Department of Otolaryngology, Cincinnati College of Medi- 
cine, University of Cincinnati; Staff Member, Cincinnati Gen- 
eral Hospital, Good Samaritan Hospital, Deaconess Hospital, 
St. Francis Hospital, and St. Mary’s Hospital, Cincinnati; 
Diplomate, American Board of Otolaryngology; Former Fel- 
low and Member of the Staff of Mayo Clinic, Rochester, 
Minn.; Hans von Leden, M.D., F.A.C.S., F.1.C.S., Assistant 
Professor of Otolaryngology, Northwestern University Medical 
School, Chicago; Associate Professor of Otolaryngology, Cook 
County Graduate School of Medicine, Chicago; Medical Di- 
rector, The William and Harriet Gould Foundation, Chicago; 
Attending Otolaryngologist, Chicago Wesley Memorial Hospi- 
tal and Cook County Hospital, Chicago, and St. Francis Hos- 
pital, Evanston, Ill.; Consultant in Otolaryngology, United 
State Naval Hospital, Great Lakes, Il.; Diplomate, American 
Board of Otolaryngology; Former Fellow of Mayo Clinic, 
Rochester, Minn. Cloth. Pp. 383, with illustrations. Price 
$6.75. The C. V. Mosby Company, 3207 Washington Boule- 
vard, St. Louis 3, 1959. 


A large percentage of the daily practice of medicine 
is devoted to ear, nose, and throat diseases. This 
synopsis represents a digest of the common ailments 
within this specialty, and is written to serve as a 
handy guide for the busy family physician, the in- 
tern, and the medical student as well as a ready ref- 
erence for nurses and speech or voice pathologists. 

The common diseases affecting the ears, nose, and 
throat are discussed in relation to their etiology, 
pathology, symptomatology, prognosis, and therapy 
with a brief summary of the symptoms and treatment 
at the end of each chapter. Therefore it would be a 
valuable handbook for the family physician. 


®» THE SURGEON AND THE CHILD. By Willis J. Potts, 
M.D., Surgeon in Chief, Children’s Memorial Hospital; Pro- 
fessor of Pediatric Surgery, Northwestern University Medical 
School, Chicago. Cloth. Pp. 255, with illustrations. Price 
$7.50. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, 1959. 


This book is dedicated to the infant who has the 
great misfortune of being born with a serious de- 
formity. All life is before him, and what is done dur- — 
ing the first few days may decide whether life will be 
a joy or a burden. If the infant could speak, it would 


hi 
Ings 
an- 
cific 
lery 
| 
he 
Te | 
over, 
| 
juial 
Book 
q 
| 
Sur. 
rity 
>SSOr | 
ons; 
ton, 
1.D. 
da- 
‘ear 
of 
m- | 
98 
ly | 
en 
ng 
ch 
er 
0, 
at 
i- 
4 
Sil 


beg imploringly of the surgeon, “Please exercise the 
greatest gentleness with my miniature tissues and try 
to correct the deformity at the first operation. Give 
me blood and the proper amount of fluid and electro- 
lytes; add plenty of oxygen to the anesthesia, and I 
will show you that I can tolerate a terrific amount of 
surgery. You will be surprised at the speed of my 
recovery, and I shall always be grateful to you.” 

The pediatric surgeon is no longer looked upon as 
one who for some ‘peculiar reason chose to operate 
on “little people,” and with increasing knowledge this 
field should continue to broaden rapidly. Not as a 
textbook does the author put into writing his valued 
training from years of experience in infant surgery, 
but as a means of sharpening the focus upon diag- 
nosis and treatment as they are seen in the light of 
today’s knowledge. Pediatric surgery, born of the 
lawfully wedded parents—need and demand—is 
joining the field of specialties, and the interested 
young surgeon will be stimulated by this book to- 
ward helping parents who are faced with the sud- 
den misfortune of an unanticipated catastrophe 
and toward giving the child “with no language but a 
cry” the best care available. 


>» A MANUAL OF BANDAGING, STRAPPING AND 
SPLINTING. By Augustus Thorndike, M.D., F.A.C.S., Lec- 
turer on Surgery, Harvard Medical School; Chief of Surgery, 
University Health Services, Harvard University. Ed. 3. Paper. 
Pp. 153, with illustrations. Price $2.75. Lea & Febiger, 
Washington Square, Philadelphia 6, 1959. 


This is a book of illustrations rather than of words. 
Each of the six major sections is introduced briefly 
after which the inexperienced medical student, pupil 
nurse, or orderly can glance at the clear-cut illustra- 
tions and assimilate the principles involved in ban- 
daging, strapping, and splinting. This third edition 
mentions the newer plastic forms of splinting mate- 
rials with limitations of their usage until more satis- 
factory plastics can be developed. It stresses methods 
of moving the patient and giving him the utmost care 
until surgical management can be instituted. 


>» SYNOPSIS OF OPHTHALMOLOGY. By William H. 
Havener, B.A., M.D., M.S. (Ophth.), Professor and Chairman, 
Department of Ophthalmology, Ohio State University; Mem- 
ber, Attending Staff, University Hospital, Columbus, Ohio; 
Consultant, Veterans Hospital, Dayton, Ohio; Member, Con- 
sulting Staff, Children’s Hospital and Mt. Carmel Hospital, 
Columbus, Ohio. Cloth. Pp. 288, with illustrations. Price 
$6.75. The C. V. Mosby Company, 3207 Washington Boule- 
vard, St. Louis 3, 1959. 


The physician who desires to know the general and 
practical viewpoint of the practicing ophthalmologist 
to help in the diagnosis and management of eye dis- 
eases will find this book most helpful. Dr. Havener 
begins with eye examination, proceeds to such dis- 
orders as strabismus, such diseases as uveitis and 
other degenerative diseases of the eye, refers to the 
importance of consultation and referrel, and at the 
same time devotes a chapter to ophthalmic surgery 
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for the physician who wishes to undertake the surgi- 
cal care of small lid lesions and the repair of super- 
ficial trauma. 

Each year 27,000 new persons in the United States 
become blind. With such a vast problem in mind, the 
author describes representative examples of prevent. 
able blindness and makes specific suggestions for 
further reducing the incidence of blindness. 


> NUTRITIONAL DIAGNOSIS. By Grace A. Goldsmith, 
B.S., M.D., M.S. (Med.), F.A.C.P., Professor of Medicine 
and Director, Nutrition-Metabolism Unit, Department of 
Medicine, Tulane University School of Medicine; Consultant 
Physician, Charity Hospital of Louisiana at New Orleans. 
Cloth. Pp. 164, with illustrations. Price $5.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1959. 


This book, which is designed to help the student or 
physician recognize the various nutritional disorders 
encountered in medical practice, has been prepared 
by a professor from the Tulane School of Medicine 
who has had wide experience in the field. The book 
is arranged in divisions according to caloric, protein, 
carbohydrate, mineral, and vitamin nutrition, with 
other sections on how to take medical and dietary 
histories, how to perform a physical examination, and 


how to recognize normal growth in infants and 
children. 

The book closes with some prognostications on the 
future of nutritional diagnosis. Dr. Goldsmith men- 
tions the possibility of measuring enzyme concentra- 
tions in tissue specimens obtained by biopsy; of 
testing nutritional adequacy by applying stress to 
various enzyme systems which may be found to be 
sensitive to the supply of a given nutrient, and meas- 
uring metabolic end products; and of using radioac- 
tive isotopes to discover the specific role of nutrients 
in normal bodily function, clarifying the dysfunction 
that occurs in disease. She comments that it is im- 
portant for the physician to be versed in the basic 
knowledge of nutrition and. to keep abreast of ad- 
vances in this field, since nutritional diagnosis is, or 
should be, an integral part of all medical diagnosis. 


®» SWIRE’S HANDBOOK FOR THE ASSISTANT NURSE. 
By Ruby Thora Farnol, S.R.N., S.C.M., D.N. (Lond.); Sister 
Tutor Certificate; Examiner to the General Nursing Council 
of England and Wales; Formerly Sister Tutor at the Eliz- 
abeth Garrett Anderson Hospital, London. Ed. 4. Cloth. Pp. 
339, with illustrations. Price $4.00. Bailliére, Tindall and 
Cox, 7 and 8, Henrietta Street, W.C.2, London. The Williams 
and Wilkins Company, exclusive U.S. agents, Mount Royal 
and Guilford Avenues, Baltimore 2, 1959. 


This text is intended for the 2-year student of nurs- 
ing, who is in Britain roughly what the practical 
nurse is in this country except that her training 
course is twice as long. Although there is no direct 
application for this book in the United States, nurs- 
ing educators will be interested in seeing what is 
included and may wish to take some suggestions 
from it for the training of their own students. 
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NEW! MODILAC 


MODILAC 


moditied 


for 


milk 


Ready Prepared» Just Add wer 


Gerber, 


Natural milk color... real milk flavor. Modilac is 
prepared by a modern procedure which retains 
the true color and flavor of milk. 


Immediately acceptable to the newborn —zest- 
fully enjoyed throughout infancy. Later, tran- 
sition from Modilac to fluid fresh milk is free 
from “fuss” and loss of appetite. 


Nutritionally realistic. Modilac is cow's milk 
adapted to the infant’s digestive and nutritional 
requirements. Protein value of this new formula 
is intermediate between that of breast milk 
and cow’s milk. 
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Modified to meet infant needs. The combined 
carbohydrates are absorbed throughout the 
digestive process, maintaining uniform blood 
sugar levels. Corn oil (which provides ample 
linoleic acid) replaces butterfat, so intake of 
saturated fatty acids is reduced. For detailed 
nutritional analysis of Modilac, write Profes- 
sional Services Department, Gerber Products 
Company, Fremont, Michigan. 


BABIES ARE OUR BUSINESS...OUR ONLY BUSINESS! 


GERBER. BABY FOODS 


ur 
gi- 
for 
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BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. ~- 


Cholan DH® — hydrocholeretic 


action increases the flow and 
heightens the pressure of low 
viscosity bile for normal fiush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in 
Normal 
Relaxation 


Cholan 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.56 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Ma tie Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 
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Late evening dose doesn’t 
interfere with sleep. 


Since Tenuate is free of CNS stimulation, it can be 
given in mid-evening, when TV snacks run up a 
high calorie count. Doses given to control evening 
snacks will not interfere with sleep.* 

Tenuate cuts the urge to eat. So well, in fact, that 
weight loss on Tenuate averages over 1.5 lbs. a 
week. (see chart) 


Safe—Tenuate can be used 
even in overweight cardiacs 


or hypertensives. 


EKG studies substantiate Tenuate’s lack of appre- 
ciable CNS stimulation. No effect on heart rate, 


blood pressure, pulse or respiration is demonstra- 
ble. Thus Tenuate is particularly well suited for 
hypertensive and cardiac patients — those whose 
weight must come down, 


PROOF OF WEIGHT LOSS*~* 
In a series of 102 patients, the following weight losses were obtained: 


Lbs./Week Number of Patients % Patients 


0.1-0.9 cael 23 22.54 
50.00 
2.0-2.9 ie: 25 24.52 


3.0-4.0 ® 3 2.94 


‘102 PATIENTS 100% 


4 
weight 
<a 
excites 


Indications: The overweight patient, including adoles- 
cent, geriatric and gravid, as well as special risk situations 
— cardiac, hypertensive, diabetic. 


Dosage - One 25 mg. tablet one hour before meals. To con- 
trol nighttime hunger, an additional tablet taken in mid- 
evening will not induce insomnia, 


References: 1. Huels, G.: Mich. Acad. Gen, Prac. Sym- 
posium, Detroit, 1959. 2. Horwitz, S.: personal communica- 
tion. 3, Spielman, A. D.: Mich. Acad. Gen. Prac. Symposium, 
Detroit, 1959. 4. Ravetz, E.: Mich. Acad. Gen. Prac..Sym- 
posium, Detroit, 1959. 5. Decina, L. J.: Exper. Med. & Surg. 
in press. 6. Scanlan, J, S.: in press. 7. Kroetz and Storck: 
personal communication. 8. Alfaro, R. D.; Gracanin, V., and 
Schleuter, E.: to be published. 


TRADEMARK: ‘TENUATE? 


THE WM. S. MERRELL COMPANY 
New York « Cincinnati+ St. Thomas, Ontario 


unger control with 
0 CNS stimulation” 


thwarts 
refrigerator 


raiders 
TENUATE 


Especially 
for late evening 
snackers. 
Controls hunger 
without 
producing 
sleeplessness... 
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a new, 
well- 
tolerated biologic stimulant for 


positive clinical benefits 
in negative 
clinical conditions 


Durabolin 


Nandrolone phenpropionate injection, Organon 


selected situations -* Establishes positive nitrogen balance 
characterized by 


protein catabolism Improves appetite, increases muscular weight 
such as: 


burns 

cachexia 
convalescence 
debility states 
decubitus ulcers 
mammary cancer 


me Produces a sustained sense of well-being 


osteogenesis imperfecta 
pre- and post-surgery 
senile osteoporosis 
uremia 


Dura bolin a new, potent, long-acting biologic stimulant, exerts 
profoundly beneficial effects on both metabolic processes and emotional outlook. 
By increasing the utilization of dietary protein, DuRABOLIN rapidly establishes a 
sustained positive nitrogen balance. Appetite improves dramatically. The result- 
ing weight gain takes the form of solid, working, lean tissue—without edema. And 
the patient feels better. A weekly intramuscular injection of DURABOLIN rapidly 
produces a sustained sense of well-being even in severely debilitated patients, and 
this mood-brightening property makes DuRABOLIN a valuable palliative, espe- 
cially in metastatic, terminal mammary cancer. 

-DURABOLIN produces marked improvement in skeletal disorders through its 
ability to stimulate protein synthesis. By fortifying the skeletal protein matrix, or 
“bone protein,” DuRABOLIN encourages retention of calcium, and normal bone 
recalcification. 

Unlike most other anabolic steroids, administration of DURABOLIN in recom- 
mended doses ordinarily produces no masculinization, and, in more than three 
years of world-wide clinical trials, no evidence of progestational effects has 
been noted. 

The positive benefits of DURABOLIN therapy are obtained in negative clinical 
states such as severe burns, decubitus ulcers, wasting illnesses, and in abnormal 
calcium balance (osteoporosis, osteogenesis imperfecta, slow-healing fractures) . 
DUuRABOLIN is also indicated to inhibit excess calcium and nitrogen loss during 
long-term corticosteroid therapy; pre- and post-operatively; to reduce nitrogen- 
ous waste products in uremia; and as a valuable palliative in terminal cancer, 
especially mammary carcinoma with painful bone metastases. 

DuRABOLIN (nandrolone phenpropionate, 25 mg./cc. of sesame oil) is sup- 
plied in 1-cc. ampuls and 5-cc. vials. Recommended adult dose: 25 mg. (1 cc.) once 
weekly by intramuscular injection, or 50 mg. i.m. every second week. Average 
intramuscular dose for children: 12.5 mg. (0.5 cc.) once weekly. 


Organon Inc. Organon Orange, New Jersey 
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300 mg CAPSULES 


A good night’s sleep can be described in many ways, but “natural” comes closest to 
the kind of sound, refreshing sleep your patients will enjoy when you prescribe new 
NOLUDAR 300. Prompt action ... unsurpassed safety ...6 to 8 hours of undisturbed 
rest... and a cheerful awakening without “hangover”—such is the quality of sleep with 
No.upar. Well tolerated, non-barbiturate, non-addictive, virtually free of even minor 
side reactions. DOSAGE: Adults—One 300-mg ' 

capsule before retiring. Also available 

in 200-mg tablets for gentle hypnotic 

effect and s50-mg for daytime sedation. 


NOLUDAR®— brand of methyprylon 


ROCHE LABORATORIES : Division of Hoffmann-La Roche Inc+ Nutley 10, New Jersey 


q 
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“The larger the therapeutic range...the 
more desirable the preparation... 
[CITALIGIN]...possesses a greater range.” 


“,..possesses a greater range.”* 


* 


GITALIGIN provides a maximum degree of control in cardiac 


therapy by reason of these distinctive clinical features:** 


WIDER SAFETY MARGIN 
GREATER THERAPEUTIC RANGE 
FASTER RATE OF 
ELIMINATION THAN DIGITOXIN 
OR DIGITALIS LEAF 


It’s easy to transfer patients to GITALIGIN 
—without interruption— 


0.5 mg. Gitaligin is approximately equivalent to 0.1 Gm. 
digitalis leaf, 0.1 mg. digitoxin, and 0.5 mg. digoxin. 


Supplied: 0.5 mg. scored tablets—in bottles of 30 and 100. 


*Batterman, R. C.: Observations on the Clinical Use 
of Digitalis, in Diamond, E. G.: Digitalis, Springfield, 
Charles C Thomas, 1957. 


**Bibliography available on request. 
+White’s brand of amorphous gitalin. 


WHITE LABORATORIES, INC. 


KENILWORTH, NEW JERSEY 
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‘Strasionic’ 


Release 
Makes the 
Big Difference 


“One of the most satisfactory means 
of developing a sustained 
release medication is to 
prepare a chemical compound 
of the drug with an ion 
exchange resin.” Cass, L. J., 
and Frederik, W. S. 

—Annals of Internal Medicine, 
49:151-160, July, 1958 


The rate of drug release from 
such resin compounds depends 
only upon fotal concentration 

of cations H+, Nat, K+, etc. 
found in the gastrointestinal 
fluids. Since this concentration 
is nearly constant throughout 
the entire G-I tract, ‘Strasionic’ 
(controlled ionic) release is 
uniformly continuous and predictable. 


‘Strasionic’ release, originated 
by Strasenburgh, is best 

for sustaining 
therapeutic action. 


BIPHETAMINE® 
IONAMIN ™ 
TuSsionex ° 
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the spot coverage 


A TOPICAL FUNGICIDE FOR TOPICAL FUNGOUS INFECTIONS 
Athlete’s foot is caused by fungi invading the horny, keratinized 
layers of the skin that are not reached by the normal blood supply. 
Desenex applied topically to superficial fungous infections brings the 
antifungal undecylenic acid and zinc undecylenate into direct contact 
with the fungi. Hundreds of thousands of cures in athlete’s foot have 
resulted from topical treatment with Desenex — proved to be among 
the least irritating and best tolerated of all potent fungicidal-agents. 
Pennies per treatment — Desenex Ointment may be applied liberally 
to both feet every night for a week and a half from a single tube. 


® 
ointment & powder & solution “Se 


Maltbie Laboratories Division, Wallace & Tiernan Inc., Belleville 9, New Jersey 
PHOTOGRAPH, COURTESY DEPARTMENT OF DERMATOLOGY, UNIVERSITY OF PENNSYLVANIA PD-01 
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OTITIS MEDIA 


TONSILLITIS 


BRONCHITIS 


BACTERIAL 
PNEUMONIAS 


FEWER TREATMENT FAILURES IN RESPIRATORY TRACT INFECTIONS 


outstanding advantages over many previously 
accepted chemotherapeutic and antibiotic agents 


effective perorally against the majority 
of common infections caused by pathogenic bacteria 
including the antibiotic-resistant staphylococci 


991 


Attarur is available in tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 
1, Lysaught, J. N., and Cleaver, W.: Proceedings of the Detroit Symposium on Antibacterial 
Therapy (Michigan and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959). 
THE NITROFURANS ... &@ unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 


x. 

| 


tense 
and 

NerVOUS 

patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


® 
WW) WALLACE LABORATORIES / New Brunswick, N. J. 
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brand of bisacodyl 


Suppositories 


Solely by contact with the colonic 
mucosa, Dulcolax reflexly produces 
coordinated large bowel peristalsis 
with resulting evacuation. 


Generally a single evacuation of 
soft, formed stool without catharsis 
or straining results. 


“A gentle but effective laxative’’* 
~ In tablet form Dulcolax is eminently 
convenient when overnight action is 
required. For more prompt effect 
Dulcolax suppositories usually act 
within the hour. 


* Archambault, R.: Canad. M. A. J. 
81:28, 1959. 


Dulcolax®, brand of bisacodyl: yellow enteric- 
coated tablets of 5 mg. in box of 6 and bottle 
of 100; suppositories of 10 mg. in box of 6. 


Under license from C. H. Boehringer Sohn, 
Ingelheim. 


Geiny Geigy, Ardsley, New York 


Geigy 


H 


consis 


in a wide variety of infectious diseases encountered 
in daily practice. More than 120 published 

clinical reports attest to the superiority 

and effectiveness of oleandomycin-tetracycline. 


Cosa-Signemycin 


tetracycline 
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antibiotic of choice when sensitivity testing is difficult 
or impractical. 


THE HOUSE-CALL ANTIBIOTIC 


available as: 

CAPSULES ORAL SUSPENSION PEDIATRIC DROPS 
raspberry-flavored 

125 mg. 2 oz. bottle, 125 mg. 10 ec. bottle (with cali- 

250 mg. per teaspoonful (5 cc.) brated dropper), 5 mg. 


per drop (100 mg. per cc.) 
Each 250 mg. of Cosa-Signemycin contains 167 mg. of glucosamine- 
potentiated tetracycline and 83 mg. of triacetyloleandomycin. 


Bibliography and professional information booklet on COSA-SIGNEMYCIN 
available on request. 


Pfizer Science for the world’s well-being™ 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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cardiac edema 


weight loss ranged 


| 


increased potency—without corresponding increase in side effects 


* 

severity 
| 

| | ® 


Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. J. M. Se. 
237:575, (May) 1959. 


“The severity of the congestive 


heart failure ...was as follows: 


Class IV (9 patients), Class III 
(5 patients), and Class II (1 pa- 


6 


tient).”. . Weight loss ranged 


from 4. to 45 pounds over a period 


_ of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg. tablets of HyDRODIURIL once or 
twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets ryDRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HYDRODIURIL is a trademark of Merck & Co., Inc. 


Additional information on HyDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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more closely approaches the ideal diuretic 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly in- 


creased natriuresis and decreased loss of potassium and bicar- 

bonate. In this respect it more closely approaches a natural or 

‘ideal diuretic.’ It is effective upon continuous administration and 

causes no significant serum biochemical changes. It is effective 

in a wide variety of edematous and hypertensive states and 

represents a significant advance in diuretic therapy.” Ford, R.V.: 


} Pharmacological observations on a more potent benzothiadiazine 
quibb Benzydroflumethiazide diuretic; accepted for publication by the American Heart Journal, 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 


Urinary Volume (liters asis 4 hr.) Potassium Excretion 
significantly od n significantly 


with Naturetin e least with Naturetin 


Typical Doses: Chlorothiazide —1,000 mg.; Hydrochlorothiazide — 50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 


1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 
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A single 5 mg. tablet once a day 
provides all these advantages’ 


@ prolonged action — in excess of 18 hours 

@ convenient once-a-day dosage 

@ low daily dosage — more economical for the patient 

¢ no significant alteration in normal electrolyte excretion pattern 


@ repetitively effective as a diuretic and antihypertensive 

@ greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 

potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary 

¢ comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin 
disclose that smallest doses of Naturetin produce greater weight loss per day 


¢ in hypertension, Naturetin, alone or in combination with other anti- 
hypertensives, produces significant decreases in mean blood pressure 
and other favorable clinical effects 

@ purpura and agranulocytosis not observed 


@ allergic reactions rarely observed 
*Reports (1959) to the Squibb Institute for Medical Research, 


Naturétin —Indications : in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 

Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen . .. in hypochloremic alkalosis with or without hypokalemia . . . in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted ...in ‘diabetic patients or those 


predisposed to diabetes . .. when increased uric acid concentrations are noted . . . when signs— . 
leg or abdominal cramps, ‘pruritus, paresthesia, rash —suggestive of hypersensitivity, are noted. : 0G) 
Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 

morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for SS es 30 


maintenance, 2.5 to 5.0 mg., daily in a single dose. In hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 


on the individual response of the patient. When Naturetin is added to an anti- ME’ | gpoke 


hypertensive regimen with other agents, lower maintenance doses of each ony a 
drug should be used. 


Maturétin — supptied: : tablets of 2.5 mg. and 5 mg. (scored). 
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When you want equanimity, 
don’t settle for somnolence 


Somnolence is no longer inseparable from equanimity. Levanil 
has relegated it, in this connection, to the status it has always 
deserved: that of a side effect. 

Levanil is not a hypnotic, a muscle relaxant, or a hypoten- 
sive agent. It does not isolate or insulate the patient. 

Its sole effect is to promote equanimity: a state of mind in 
which the patient is emotionally equal to the task of recogniz- 
ing and accepting reality with intelligence and good grace. 

Try it in those cases where your clinical objective is equa- 
nimity, but not somnolence. 


Levanil 


The Upjohn Company 
Kalamazoo, Michigan Available: 


300 mg. tablets in bottles of 50. 


Dosage: 
Adults, ‘/2 to 1 tablet 3 or 4 times a day. 


Children, */2 tablet 3 or 4 times a day. 
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confirms outstanding advantages 
Uu res of sustained vitamin availability 


Sustained Action Therapeutic Multivitamin Tablet 


The first controlled-release therapeutic multivitamin formula 


i 
3 


IN A CONTROLLED STUDy* 
average serum and urine excretion levels 

of water-soluble vitamins were compared 

after ‘“‘s.A.VITE” and after a conventional 
multivitamin preparation of equal potency 


. were administered to a group of healthy, 
Qa Sin gle young male medical students. Preceding the 


testing of each preparation there was an 

ee 99 

S. 4 A. - J T TE Tablet interval of one week, during which time the 
: subjects consumed a normal diet (without 


aASSUTES supplementary vitamins), and from which 


the basal nutrient intake was determined 


pr edictable (base line values). 


sustained availability LEVELS 


After 8-12 hours, blood levels of the 
0 yf CSS ential VILAMINS water-soluble vitamins were found, in each 


case, to be consistently higher and more 


thr oughout the day sustained with “s.a.viTE” than with the 


control multivitamin tablet. 


-for better absorption and utilization 
URINARY EXCRETION 
Urinary vitamin excretion, on the other 
hand, was significantly lower for “s. A.VITE,” 
suggesting greater vitamin utilization 

and tissue saturation with this “controlled- 
release” product. 


-less wastage through excretion 


CONCLUSIONS 
In marked contrast to conventional once- 
a-day multivitamin formulations, “s.A.vITE” 
ensures optimal utilization with minimal 

loss through excretion. Now, for the first time, 
a multivitamin tablet offers the benefits 

of divided dosage with a single administration. 


*Krehl, W. A.: Clinical Evaluation of a Controlled- 
Release Vitamin Tablet, to be published. 


Sustained Action Therapeutic Multivitamin Tablet 


AYERST LABORATORIES 
®/ New York 16, N. Y. * Montreal, Canada 


% \NCREASE OVER BASE LINE VALUES 


VITAMIN BLOOD LEVELS CONSISTENTLY HIGHER AND MORE SUSTAINED WITH 
“S.A.VITE” FOR GREATER UTILIZATION AND TISSUE SATURATION 


* Thiamine 


* ascorbic Acid 


50 
40 


Riboflavin 


12 


Average Increase in Serum Levels over Base Line Values —4, 8, and 12 Hours after Administration of “s.A,VITE” 
and a Control Multivitamin Preparation of Equal Potency 


“S. A. VITE” 


URINARY LEVELS SIGNIFICANTLY LOWER WITH 


VITAMIN LOSS THROUGH EXCRETION 


0.81 


Riboflavin 
mg. 


Thiamine 
mg. 


-- CONTROL MULTIVITAMIN PREPARATION 


“S. A.VITE” SHOWING LESS 


3.44 


N-Methy! Nicotinam 
mg. 


Ascorbic Acid 
mg. 


Average Increase in Urinary Excretion Levels over Base Line Values — 16 Hours After Administration of 
“§. A. VITE” and a Control Multivitamin Preparation of Equal Potency 


“S.A. VITE” 


«CONTROL MULTIVITAMIN PREPARATION 
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HOW “S. A. VITE” ASSURES SUSTAINED VITAMIN AVAILABILITy 


B, -B,-B,-C 
Nicotinamide 
Calcium pantothenate 


B, B, B,.- 
Nicotinamide 
Calcium pantothenate 
Intrinsic factor 
concentrate 


B, -C - Nicotinamide 
A-D 


SEQUENCE OF CONTROLLED RELEASE* 


Each tablet contains: 


1.The outer 2.The 
layer dissolves, middle layer 
releasing: releases: 


3.The core 
releases: 


Vitamin A .... 25,000 U.S.P. Units 
VitaminD ...... 1,000 U.S.P. Units 
Vitamin B,; mononitrate.. 25.0 mg. 
Nicotinamide .......... 50.0 mg. 
Calc. pantothenate ..... 10.0 mg. 
Vitamin By2g........... 5.0 mcg. 


Intrinsic factor concentrate 15.0 mg. 


10.0 mg. 
7.5 mg. 
20.0 mg. 
3.0 mg. 
5.0 mg. 
100.0 mg. 


10.0 mg. 
5.0 mg. 
20.0 mg. 


5.0 mg. 

100.0 mg. 
5.0 mcg. 
15.0 mg. 


25,000 U.S.P. Units 
1,000 U.S.P. Units 
5.0 mg. 


10.0 mg. 


50.0 mg. 


*Timetable of controlled 
release jn vitro 


hr. 


hrs. 


3 hrs. 


Sustained Action Therapeutic Multivitamin Tablet 


Dosage: One tablet daily, preferably at mealtime. 
Supplied: No. 797, bottles of 60 and 500 tablets. 


AYERST LABORATORIES 
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INTRODUCING 


a new 
coronary vasodilator 

of 

unprecedented effectiveness 


for 


angina pectoris 
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rapid onset 
prolonged action 


consistent effect 
unusual safety 


lsorvit significantly reduces the number, duration, and severity of anginal at- 
tacks, often when other long-acting coronary vasodilators fail. Exercise tolerance 
is increased, pain decreased, and the requirements for nitroglycerin either drasti- 
cally curtailed or eliminated. 

Isorpit acts rapidly in comparison with other prophylactic agents, and patients 
usually experience benefits within 15 to 30 minutes. The effects of a single dose 
of Isorpit persist for 4 to 5 hours. Thus, for most patients, convenient q.i.d. 
administration is highly satisfactory. 

The only side effect observed has been transitory, easily controlled headache, 
normally considered an expression of effective pharmacodynamic activity.' The 
toxicity of Isorpit is extremely low, approximately 50 times the therapeutic dose 
being required to produce toxic symptoms. 


Sherber,2 summarizing his experience with lIsorpiL, states it is ‘‘the most 
effective medication for the treatment of coronary insufficiency available today.” 


IVES-CAMERON COMPANY « New York 16, New York 


Confirm Superiority Resting Control 2 Min. After Test 


Succeeds where others fail: 


Among 48 patients’ previously treated with other f 
coronary vasodilators, chiefly pentaerythritol tetrani- Placebo HHH 

trate, ISORDIL was demonstrably superior in 37, : E i HH 
equivalentin 9, andinferior in 2. Response of patients 
treated in all studies* was 85% good, 7% fair, and 3} 


' Markedly reduces number of anginal attacks: 30 Min. after : 
Albert found that of 29 patients receiving ISORDIL, ISORDIL f 
25 responded well, 1 moderately well, and 1 not at array = i 
all. Effectiveness could not be judged in 2 patients. Hit EEE {i 


For those who responded well, the frequency of 


anginal attacks was quickly reduced from a daily t Se, 
average of 5 to 1.2. Continued use of ISORDIL fur- 4 
ther reduced the frequency of attacks. 4 Hrs. after 

ISORDIL 
Increases tolerance to exercise and stress: 
Electrocardiographic response following the Master HH 


two-step test has clearly established a more favor- 
able balance between oxygen supply and demand to 
the myocardium with ISORDIL therapy. Eight of 10 
patients administered ISORDILin studies by Russeké 
showed considerably less abnormality in the post- 
exercise electrocardiogram than before treatment. 


Rapid onset and prolonged action a function of 
solubility and metabolism: 

Pharmacologic studies indicate that the rapid onset 
and prolonged action shown by ISORDIL are related 
to its high solubility and low rate of metabolism.’ 
Incubation with liver slices suggest rapid absorption 
and delayed inactivation by the liver. 


kosorbide Dinitrate, lves-Cameron 


unprecedented effectiveness 
in angina pectoris 


*Trademark 
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e NEW—for more effective control of angina pectoris 
e Reduces number, duration, and severity of anginal attacks 


“Isordil is a new and effective agent for 
therapy of angina pectoris."'—Russek® 


Composition: Each white, scored tablet of ISORDIL (Isosorbide Dinitrate) contains 10 mg. of 
1,4,3,6-dianhydro-sorbitol-2, 5-dinitrate. 


Action: Following oral administration of ISORDIL, the effects of coronary vasodilatation are 
apparent within 15 to 30 minutes and persist for 4 to 5 hours. 


Indications: ISORDIL is indicated for the therapeutic and prophylactic management of angina 
pectoris and coronary insufficiency. It is often useful in patients only partially responsive to 
other long-acting coronary vasodilators. 

Dosage: ISORDIL is administered orally. Average dose is one tablet(10 mg.)taken one half hour 
before meals and at bedtime. Individualization of dosage may be necessary for optimum 
therapeutic effect; dosage may vary from 5 mg. to 20 mg. q.i.d. 


Side Effects: Side effects are few, infrequent, and mild. Transitory headache, common to effec- 
tive nitrate or nitrite therapy, has occurred. This usually responds to administration of acetyl- 
salicylic acid, and disappears with continued therapy. When headache is persistent, reduction 
in dosage may be required. 


Caution: ISORDIL should be given with caution in patients with glaucoma. 


Supplied: Bottles of 100. 


References: 1. Riseman, J.E.F., et al.: Circulation 17:22-39 (Jan.) 1958. 2. Sherber, D.A.: 
Personal Communication (Oct., 1959). 3. Case Reports on File, lves-Cameron Company 
(1958-1959). 4. Summary of Case Reports on File, lves-Cameron Company (1958-1959). 5. 
Albert, A.: Personal Communication (Oct., 1959). 6. Russek, H.I.: Personal Communication 
(Oct., 1959). 7. Harris, E., et al.: Personal Communication (Oct., 1959). 
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Proteus and certain of Pseudomonas, resistant to oth 
actively excreted by the tubule cells in addition to glomerular 
actively excreted by the tubule cells in addition to glomerular 


KEEP YOUR 
HYPERTENSIVES 
| WIDE AWAKE 
q AND WORKING 


ip 
‘ 


| WITH ONE OF 


THREE 


PRECISION-TAILORED 


DOSAGES 


ORETICYL 


(ORETIC™ WITH HARMONYL®) 


INCLUDING NEW “STARTER” DOSE FORM WITH 


strengths— 


25 MG. ORETIC, 0.25 MG. HARMONYL IN ONE TABLET 


if you want to control your dosage more precisely: Oreticyl is available in three 


1. Oreticy!l Forte, combining Oretic 25 mg. and Harmonyl 0.25 mg. 


Recommended for initial treatment in many cases of established hypertension of 


any but minor degree. Oreticyl Forte offers Harmonyl’s full therapeutic effect poten- 
tiated by small maintenance dose of Oretic. Usual starting dosage: one tablet t.i.d. 
2. Oreticy! 50, combining Oretic 50 mg. and Harmonyl 0.125 mg. 
3. Oreticyl 25, combining Oretic 25 mg. and Harmonyl 0.125 mg. 

Once the effect of Harmonyl is seen, usually after 2-3 weeks, dosage may be 
adjusted by employing either the 25 or 50 strength, depending upon patient 
response. In some cases of mild hypertension, either Oreticyl 25 or Oreticyl 50 can 


be used successfully to initiate treatment. 


If you want more convenient therapy: 
This new combination of Oretic and 
Harmonyl in a single tablet may make 
it possible to employ a reduced dosage 
of both agents while still achieving a 
pronounced antihypertensive effect. 
As an antihypertensive, Harmonyl 
is equally as effective as rauwolfias in 
lowering blood pressure, but incidence 
of side effects—particularly daytime 
lethargy, nasal stuffiness, depression 
—is distinctly lower. 
If you want to increase thé effective- 
ness of another agent: Oreticyl can be 
safely and effectively combined with 
other antihypertensives in the treat- 
ment of more severe cases. 
Ganglionic blocking agents, for ex- 
ample, may be—and should be—ad- 
ministered at just half the usual dose, 
due to Oreticyl’s potentiating effect. 


ORETICYL — TRADEMARK FOR ORETIC WITH HARMONYL 
ORETIC — TRADEMARK FOR HYDOROCHLOROTHIAZIDE, ABBOTT 
HARMONYL— DESERPIDINE, ABBOTT 


011181 


All three Oreticyl strengths are sup- 
plied in bottles of 100 and 1000. 


..»BRIGHTEN HIS DREARY DIET, TOO 
Oretic’s pronounced saluretic effect 
often lets you relax rigid low-salt diet 
restriction, even while Harmonyl keeps 
working to bring blood pressure down. 
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IN NAUSEA AND VOMITING OF ee 


SPECIFIC 


Avoids unnecessarily 
diffuse or diverse 
drug action; effec- 
tive in economical 
once-a-day dosage 


ESTABLISHED 


6-year record of suc- 
cessful use in daily 
practice; consistently 
favorable reports’ 


UNCOMPLICATED 


Has no known contraindi- 
cations; free of hepatic, 
hypotensive, and hemato- 
logic hazards observed 
with phenothiazines 


FORMERLY BONAMIN E 


SUPPLIED: 
BONINE Tablets, scored, 25 mg. 
— BONINE Chewing Tablets, 
mint-flavored, 25 mg. 
& BONINE Elixir, cherry-flavored, ideal for 


. children, 12.5 mg. per teaspoonful (5 cc.). 


DOSAGE: Adults, 25 to 50 mg. once a day. 


1, J. Hu: M. Cl di 


2. Seidner, 
3. Charles, 


— 
:128, 1956. 
N ais Obst. & Gynec. 9:586, 1957. 
~~] P. K., Jr., and Moyer, J. H.: GP 14:124, 
> et a South. M. J. 


10. Report of study Air F 
Motion Sickness Team: 160796, 1956, 
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(FORMERLY CALLED 
BONAMINE) 


is the new name 
for the SAME 


superior product 


Pfizer) Science for the world’s well-being 


PFIZER LABORATORIES bivision, Chas. Pfizer & Co., inc. Brooklyn 6, New York 
*Trademark 
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a single chemical that is both a general non-narcotic 
analgesic and an effective muscle relaxant 


IDH 


announcing a new class of drug/ the first analgomylaxant 
< 
& 
4 


therefore...in pain... 

where pain makes tension 

and tension makes pain... 
anaiexin stops both effectively 


AY Analexin is a new synthetic chemical (phenyramidol 
hydrochloride) that inherently possesses within one mo- 
‘ecular structure two different pharmacologic actions: (1) 
general analgesia, by raising the pain threshold and thus 
decreasing the perception of pain, and (2) muscle relaxa- 
tion, by selectively depressing subcortical, brain stem and 
spinal polysynaptic transmission (interneuronal block- 
ade), abolishing abnormal muscle tone without impairing 
normal neuromuscular function.” 

Aithough the analgesie potency of one jablet is clin- 
ically equivalent to one grain of codeine, Analexin is not 
narcotic or narcotic related. It is not habituating and tol- 
erance to the drug has not been noted. Muscle relaxant 
action is comparable to the most potent muscle relaxants 
available for oral use, The total effect is “analgomylaxa- 
tion” —a new advance for the relief of pain. 


OH 
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| 


HCI 


The full chemical name for phenyramidol is 2- Shydroxy- 
phenethylamino)-pyridine hydrochloride. # is unrelated 
to any currently available analgesic or muscle relaxant 
compound.” * 
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analexin provides 
effective relief 

of the total 

pain experience... 


KY The end result of pain, regardless of its origin, is dis- | 
comfort or suffering paralleled by muscle tension. Thus 
muscle tension may play a fundamental role in the total 
pain experience even though it does not initiate the pain. 
Employment of a single agent that produces two distinct 
but associated physiologic responses has obvious advan- 
tages, for relief of the total pain experience is better 
accomplished by the integrated action of phenyramidol 
which acts on both pain centers and muscle to produce 
analgesia and relieve muscle tension simultaneously. 


with remarkably 
few side effects 


k Side effects such as sedation, euphoria, mental con- 
fusion and depression, sometimes associated with inter- 
neuronal blocking and certain analgesic agents have not 
been noted with Analexin. Incidence of reactions is low 
and those reactions that occasionally occur (such as gas- 
tric irritation and pruritus) are of a mild and transient 


nature and do not limit therapy. 
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results with 
analexin in 
clinical trials 


4Y Batterman, Grossman and Mouratoff’ compared 
Analexin with aspirin, sodium salicylate and a placebo 
in a series of 195 patients with various painful conditions. 
The authors concluded: 
“Not only is satisfactory relief of painful states achieved 
in the majority of patients regardless of etiology and 
duration of pain, but there is also no evidence sugges- 
tive of cumulative toxicity. Furthermore, in contrast to 
codeine and meperidine, the likelihood of untoward 
reactions occurring in ambulant patients is not high. 
This is a decided advantage since the control of pain 
in the ambulant patient with chronic pain is a major 
clinical problem’ 

“Phenyramidol (Analexin), with therapeutic doses is 
not only safe for chronic administration, but also to 
date we have noted no adverse effect upon the cardio- 
vascular, gastrointestinal, respiratory, kidney, liver or 
central nervous systems.’ 

4 Wainer’ reported a series of 200 cases treated with 
phenyramidol for various painful conditions. In fifty of 
these patients who had dysmenorrhea, he saw excellent 
results in 40, good results in 5 and poor results in 5. 
Further examination in 4 cases not responding revealed 
presence of organic pathology. A second group of 50 
cases with headache and associated premenstrual tension 
responded with over-all excellent results. Wainer also 
reports the use of phenyramidol to replace codeine for 
postpartum pain and describes 100 cases wherein a 
combination of phenyramidol with aluminum aspirin 
(Analexin-AF) successfully replaced aspirin and codeine 


therapy. 
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more results 
with analexin in 
Clinical trials 


_ KF \n another series of dysmenorrhea cases, Bader’ 


compiled data on 20 employees of a telephone company 
who required ¥% to 2 days off from work every month 
regardless of prior therapy employed. Satisfactory re- 
sults were achieved in 15 out of 20 and a fair response in 
the remaining five. All were able to remain on the job 
although relief was not complete in the latter cases. 

wR Bealer’ treated 32 patients with phenyramidol mostly 
for musculoskeletal disorders and had good or very good 
results in 15, fair results in 14 and poor or inconclusive 
results in 2 patients. Cohen’ used phenyramidol together 
with aspirin in 15 patients with such conditions as sciatic 
pain, osteoarthritis, anterior chest wall syndrome, etc. and 
got outstanding relief in 80 per cent. Gilbert'’ reported 
that 15 patients with nonspecific headache had excellent 
relief in a matter of minutes with phenyramidol, and in 8 
cases of dry socket pain Bruno'’ reports immediate relief 
in six cases and good results later in the other two after 
sockets were curetted under local anesthesia. Stern’ 


- reported on 40 ambulatory cases with a variety of pain- 


ful conditions and saw good relief in 32 patients and 
poor in 8. Results were best in acute sacroiliac pain, myo- 
sitis, muscle spasm, fractures, pleurisy and neuritis. Ten 
of 13 patients with osteoarthritis responded very well and 
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analexiN (phenyramido!) 
for relief of pain and muscle tension in: 
low back pain 
sprains and strains 
myalgia 
glass arm 
wry neck 
osteoarthritis 
dysmenorrhea 
tension headache 
gout 
postpartum pain 
epigastric distress 
(pylorospasms, gastritis, duodenal ulcer, cholecystitis) 
genitourinary conditions 
(premenstrual cramping or tension) 
abdominal distress 
(flatulence, colic) 
toothache and dry socket pain 


analexin-AF (phenyramidol with aluminum aspirin) 
for relief of pain and muscle tension also 

involving inflammatory processes and/or fever, as in: 
arthritis 

arthralgia 

bursitis 

tendinitis 

myalgia of strain and tear 

pre- and postoperative toothache 


dosage: 

analexin: for relieving pain and/or muscle tension, one or two 
tablets every 4 hours. In dysmenorrhea, two tablets initially then 
one tablet every 2 to 4 hours as needed. 


analexin-AF: two tablets every 4 hours or as required. 


supply: 
analexin tablets—Each tablet contains 200 mg. of pheny- 
ramidol HCI. Bottles of 100 tablets. 


analexin-AF tablets — Each tablet contains 100 mg. of 
phenyramidol HCI and 300 mg. of aluminum aspirin. Bottles of 
100 tablets. 


REFERENCES: 1. O'Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, H. D., and Mirsky, J. H.: 
J. Pharmacol. & Exper. Therap., in press. 2. O’Dell, T. B.; Wilson, L. R.; Napoli, M. D.; White, 
H. D., and Mirsky, J. H.: Fed. Proc. 18:1694, 1959. 3. Gray, A. PR, and Heitmeier, D. E.: J. 
Am. Chem. Soc. 81:4347, 1959. 4. Gray, A. P, and Heitmeier, D. E.: J. Am. Chem. Soc. 
81:4351, 1959..5. Batterman, R. C.; Grossman, A. J., and Mouratoff, G. J.: Am. J. Med. Sc. 
238:315, 1959. 6. Wainer, A. S.: The Use of Phenyramidol in Obstetrics and Gynecology. 
Read before the New York Academy of Sciences, Dec. 5, 1959. 7. Bader, G.: Clinical Report 
511; 598. 8. Bealer, J. D.: Clinical Report 511; 592. 9. Cohen, B. M.: Clinical Report 511; 
596. 10. Gilbert, F: Clinical Report 511; 597. 11. Bruno, E. A.: Clinical Report 511; 593. 
12. Stern, E.: Clinical Report 511; 599. 

Clinical Reports cited above are in the files of the Medical Department, Irwin, Neisler & Co, 


[Meiaber| Irwin, Neisier & Co. Decatur, Illinois 
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ith a documented record of safely 
natched by any other drug of compe 


\P* ACTHAR® Gel is fluid at room tem 
_ perature and as convenient to inject as 
ny other aqueous 


Available in 5 
‘Units/ 
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unsurpassed 
The most exten: ical and experi. 
bie acon, scope ana 
_ And a therapeutic effect of rapid onset, 
Co ny Dbrar ned repos O- 
0, 80 U.S.P. 
© 1959, A. P. Co. 


Orabiotic: 


antibiotic/analgesic 


CHEWING GUM TROCHES 


The remarkable efficacy 

of ORABIOTIC in controlling 
infection and preventing 
secondary hemorrhage has been 
confirmed in hundreds 

of post-tonsillectomy patients.’ 


In sore throat, too, 
ORABIOTIC provides prompt, 
gratifying relief—and is 
valuable as adjunctive 
antibacterial therapy in acute 
tonsillitis, Vincent’s 
(oropharyngeal) infection 
infectious stomatitis 

and gingivitis. The 
intermittent exercise of 
oropharyngeal muscles increases 
salivary flow and keeps 

these areas moist and clean. 
Topical analgesic action helps 
relieve local discomfort. 

EACH TROCHE CONTAINS: 

3.5 mg Neomycin (from sulfate), 
0.25 mg. Gramicidin, and 

2.0 mg. Propesin 

(propyl p-aminobenzoate). 
DOSAGE: One troche q.i.d. 
SUPPLIED: In packages of 10 and 20. 
References: 1. E.E.N.T. Mo. 
36:294, May, 1957. 


2. E.E.N.T. Mo. 36:406, July, 1957. 
3. Clin. Med. 4:699, June, 1957. 


Always—A Useful Adjunct 
to Systemic Treatment 


WHITE LABORATORIES, INC | Pp 
KENILWORTH, NEW JERSEY 
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NIAMITD 


the mood brightener 


makes the 
cancer patient 
more comfortable 


e reduces impact of pain 
e decreases narcotic 
requirements 


e increases appetite 
e improves mental outlook 


NIAMID lessens the need for nar- 
cotics in the depressed cancer 
patient and appears to potentiate 
pain-relieving agents. As pain is 
reduced and mental outlook 
improves, apprehension and 
depression are replaced by a 
brighter and more alert attitude, 
and appetite returns. The family, 
too, is cheered by the improve- 
ment in the patient’s condition. 
With NIAMID therapy, patient 
care becomes noticeably less 
demanding. 


Supply: NIAMID (brand of nialamide) 
is available as 25 mg. (pink) and 100 
mg. (orange) scored tablets. 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, New York 


NIAMID 
the mood brightener 
in cancer 


Pfizer 


Science for the world’s well-being™ 


new concept | 
for chronic constipation... 


and especially that associated 
with the irritable bowel syndrome 


DECHOTYL 


TRABLETS* 
safe, gentle transition 
to normal bowel function 


DECHOTYL provides gentle stimulation of the bowel and helps restore normal con- 
sistency of the intestinal contents to gradually re-establish normal bowel function 
in your chronically constipated patients. 

THE RATIONALE of DEcHOTYL is based on an effective ooutiination of 
therapeutic agents: 

DECHOLIN®, dehydrocholic acid, AMES, (200 mg.), the most potent hydro- 
choleretic available, is a chemically pure bile acid and has been used effectively 
in the treatment of biliary tract disorders for many years. It produces an increased 
flow of thin bile which helps to lower surface tension of intestinal fluids, promotes 
emulsification and absorption of fats and mildly stimulates intestinal peristalsis. 
Desoxycholic Acid (50 mg.), a choleretic, also is a chemically pure bile acid and 
stimulates an increased flow of bile, lowers surface tension and stimulates peristal- 
sis. By emulsifying fat globules, desoxycholic acid aids the digestive action of the 
fat-splitting enzyme, lipase. DECHOLIN and desoxycholic acid thus favorably influ- 
ence the constitution and the movement of the intestinal contents. 

Dioctyl Sodium Sulfosuccinate (50 mg.) is a wetting agent which lowers sur- 
face tension and aids the penetration of intestinal fluids into the fecal mass, provid- 
ing a moist stool of normal consistency. 

EFFECTIVE: Bile influences the constitution as well as the movement of the 
intestinal contents. The ingredients of major importance are DECHOLIN and desoxy- 
cholic acid which increase the flow of bile, lower surface tension, promote emul- 
sification and absorption of fats and mildly stimulate intestinal peristalsis. With 
dioctyl sodium sulfosuccinate, a good therapeutic effect can be obtained without 
the danger of toxicity or decreasing effectiveness even when used regularly. 

SAFE: Clinical evidence indicates that the constituents of DECHOTYL cause no 
systemic sensitivity, drug accumulation, habituation or interference with nutrition. 
Orally, in therapeutic amounts, DECHOTYL is without significant toxic effect. The 
| only side effect following oral administration is diarrhea if the dosage is excessive. 
Dosage: Average adult dose—Two TRABLETS* at bedtime. Some individuals initially 


AMES 


may require 1 to 2 TRABLETs three or four times daily. Contraindications: Biliary tract odeiana: te 
obstruction; acute hepatitis. 
Available: Tras .ets,* coated, yellow, trapezoid-shaped; bottles of 100. 
*T.M. for AMBs trapezoid-shaped tablet. 75189 
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CASE NO. ] 


Blood Coagulation Time 
ae 3 min. 15 sec. 
Bleeding Time . 1 min. 30 sec. 


Blood Coagulation Time 


Ma 3 min. 25 sec. 
LE Bleeding Time . 1 min. 20 sec. 


J 3 CASE NO. 3 


“Blood Coagulation Time . 3 min. 
Bleeding Time . 1 min. 30 sec. 


ri i C A CASE NO. 4 


Blood Coagulation Time 

i 3 min. 15 sec. 

Bleeding Time... . . 2min. 

T 4 CASE NO. 5 
Blood Coagulation Time 


LF 7 3 min. 10 sec. 
Bleeding Time . 1 min. 40 sec. 


: All had normal blood studies— 
Z yet one had a bleeding problem. 


* 


SALICYLATE 
(Brand of carbazochrome salicylate) 


*U.S. Pat. Nos. 2581850, 2506294 
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SALICYLA’ 
/@ (Brand of carbazo or e salicylate) < 


CONTROL 
THE 
MOST COMMON 
CAUSE 4 
OF BLEEDING 


J. Am. Dent. Assn., 
58:17 (Apr., 1959). 


The most common cause of bleeding is increased capillary permeability, 
according to recent studies. Coagulative defects, the least common 
cause, occurred j in less than one of every four patients whose 

chief complaint was abnormal bleeding.* 


Without a history of bleeding, there is no way of determining 


fExtensive bibliography 
available on request. 


IED: 
whether a patient tends to exhibit increased capillary permeability. pein 
Therefore many surgeons administer Adrenosem preoperatively AMPULS—1 cc., 5 mg. 


TABLETS—1 and 2.5 mg. 
SYRUP—each 5 cc., 2.5 mg. 


as a standard safety measure. 


adrenosem controls bleeding by decreasing excessive 
capillary oermeability and promoting retraction of 
severed capillary ends. Thus it controls the chief cause 
of bleeding. Its high index of safety, with no contrain- 
dications at recommended. dosage levels, establishes 


Adrenosem as a standard preventive measure, even 
where there is no history of abnormal bleeding.t 


The S. Company 


BRISTOL, TENNESSEE ¢ NEW YORK © KANSAS CITY © SAN FRANCISCO 


A VALUABLE ADJUNCT TO SURGERY 
The preoperative use of Adrenosem adds an extra measure 
fety during surgical procedures. !t makes good technic 
even better, by a clear operati ve field. 
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ulcer and other GI disorders. 
‘ Pfizer Laboratories, Division, Chas. r & Co., Inc., 


4.122 


the way normal skin protects itself... 


CREME pH 4.2 LOTION pH 4.5 


In a series of patients with occupational eczema, one application of Acip-MANTLE Creme, 
after a 10-minute washing with soap, restored the physiologic acidity of the skin and 
maintained this natural protection for at least 2 hours.? 


Actww-MANTLE soothes skin irritated by soaps, detergents, chemicals . ae helps improve 
skin function and appearance. Prophylactically and therapeutically, ActD-MANTLE is in- 
dicated in all cases of soap-sensitive skin, including ‘‘housewives’’’ eczema, nummular 
eczema, industrial and contact dermatitis. 

‘L. Gross, P., Blade, M. O., Chester, B. J., and Sloane, M. B.: A.M.A. Arch. Dermat. & Syph. 70:94, 1954. 


Greaseless ActD-MaNTLE Creme and Lotion provide buffered aluminum acetate in specially formulated, 
water-miscible vehicles. 

AciD-MANTLE Creme in 1-oz. tubes, 4-0z., 1-Ib>and 5-Ib. jars. 

Acip-MANTLE Lotion in 4-oz. squeeze bottles, 1-pint and 14 gallon bottles. 


DOME CHEMICALS INC. | i West End Avenue, New York 23, N.Y. * Los Angeles * Montreal 


ee 

PROTECT SKIN 


reduces postnasal drainage — lessens pharyngeal irritation 


depresses the cough reflex — eases expulsion of mucus 


*The addition of the decongestant to the antitussive provides 
more complete cough control than regular “cough syrups”. The 
central antitussive action of Dormethan’ and the expectorant 
action of ammonium chloride are complemented by the decon- 
gestant action of Triaminic,”* ‘* which reduces swelling and con- 
trols irritating postnasal drip, a common cough stimulus. 


Each tsp. (5 ml.) of fruit-flavored, non-alcoholic TRIAMINICOL provides: 


(brand of dextromethorphan HBr) 


Dosage (to be administered every 3 
or 4 hours): Adults—2 tsp.; Children 
6 to 12—1 tsp.; 1 to 6—% tsp.; under 
1—% tsp. One dose at bedtime is 
usually sufficient to control the cough 
cycle initiated by postural drainage of 
paranasal sinuses. 


References: 1. Bickerman, H. A.: in Drugs 
of Choice, Mosby, St. Louis, 1958, p. 557. 
2. Lhotka, F. M.: Hlinois M. J. 112:259 
(Dec.) 1957. 3. Fabricant, N. D.: E.E.N.T. 
Monthly 37:460 (July) 1958. 4. Farmer, 
D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the decontussive cough syrup 


SMITH-DORSEY »° a division of The Wander Company « Lincoln, Nebraska 
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THE DECONTUSSIVE™ FOR BETTER 
COUGH CONTROL | 
bad 
Ve: 
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when time is of the essence 


SHOCK—in patients without evidence of 

blood loss, Injection DECADRON Phosphate 

often increases blood pressure— : 
frequently a lifesaving measure. 
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ALLERGIC EMERGENCIES 
ACUTE ASTHMA 

EMERGENCY SURGERY 
OVERWHELMING INFECTIONS 
TRANSFUSION REACTIONS 


to immediate corticosteroid benefits | snack 


INJECTION 


ACUTE TRAUMATIC INJURIES 


PHOSPHATE 


DEXAMETHASONE 21-PHOSPHATE 


¢ ready for use immediately 


¢ effective immediately 


mg. for mg. the most active steroid in true solution 


* needs no reconstitution—ready for DOSAGE AND ADMINISTRATION: Injection DECADRON 

immediate use Phosphate is ready for immediate use intrave- 
4 potency up to 40 times that of hy drocortisone pending on the nature and severity of the condition. 


® dramatic response in minutes I.M. or I.V.— 


injection can be as rapid as desired SUPPLIED: Injection DECADRON Phosphate is availa- 
® in true solution—flows readily even through a ble in 5 cc. vials, each cc. containing 4 mg. of 
small-bore needle dexamethasone 21-phosphate as the disodium salt. 


Injection DECADRON Phosphate can also be used in acute Literature on Injection DECADRON is available at your request. 
dermatoses, Addison's disease, adrenal surgery, panhypopi- 

tuitarism, temporary adrenal suppression, rheumatoid arthritis, DECADRON is a trademark of Merck & Co., INC. 
soft-tissue injection. Note: Do not inject into intervertebral 

joints. Caution: Steroids should not be given in the presence of 

tuberculosis, chronic nephritis, acute psychosis, peptic ulcer, ug MERCK SHAR P & D 0 HME 
or ocular herpes simplex. Division of Merck & Co., INC., Philadelphia 1, Pa. 
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Ethoheptazine Citrate (75 mg.) with Acetylsalicylic Acid (325 mg.), Wyeth 


Relief for the pain problems of grippe 
and other upper respiratory infections 


Myalgia Arthralgia Pleurisy Severe headache Retro-orbital discomfort 


Consider ZACTIRIN when effective analgesia is required to cope with stubborn pain 
symptoms of upper respiratory infections. ZACTIRIN aids these patients by both easing 
pain and combating inflammation. Non-narcotic and well tolerated, ZACTIRIN gives pain 
relief equivalent to that of codeine. Supplied: Tablets, bottles of 48.. 


Wyeth Laboratories, Philadelphia 1, Pa. 


— 
A Century of Service to Medicine 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the quick, 
smooth action of Deprol, 
her depression is re- 
lieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression... calms anxiety! 


Smooth, balanced action lifts depression as 


it calms anxiety...swiftly and safely 


Balances the mood — no “seesaw” effect of amphetamine- 
barbiturates and energizers. While amphetamines and en- 
ergizers may stimulate the patient — they often aggravate 
anxiety and tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol lifts depression 
as it calms anxiety — both at the same time. 


Acts swiftly — the patient often feels better within a few 
days. Unlike the delayed action of other drugs which may 
take two to six weeks to bring results, Deprol’s smooth, 
immediate action relieves the patient quickly — often within 
a few days. 


Acts safely — no danger of liver damage. Deprol doesn’t 
produce liver damage, hypotension, psychotic reactions or 
changes in sexual function — frequently reported with other 


“Deprol* 


Desage: Usual starting dose is 1 tablet q.i.d. When necessary, this may be grad- 


ually inereased up to 3 tablets q.i.d. Composition: 1 mg. 2-diethylaminoethyl 
benszilate hydrochloride (benactyzine HCl) and 400 mg. meprobamate. Supplied: 
Bottles of 5@ light-pink, scored tablets. Write for literature and samples. 
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AMPHETAMINE- 
BARBITURATE 


AMPHETAMINES 
AND ENERGIZERS 


may stimulate combinations 
the patient, may control 
but often in- overstimula- 


tion but may 
deepen de- 
pression. 


crease anxiety 
and tension. 


© WALLACE LABORATORIES 
New Brunswick, N. J. 
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EVAPORATED 


ILK 


Yn, 
“WIND INCREASED » HOMOGE 


> 
**from Contented Cows’’ 


World’s leader by far for infant feeding 


86% of pediatricians prefer the evaporated milk formula. And more 
babies have been brought up on formulas made with Carnation 


Evaporated Milk than any other brand. 
NOW IN READY-PREPARED FORM, TOO. Carnalac is Carnation 


Evaporated Milk with its added Vitamin D, plus carbohydrate* Mother 
simply adds water in the amount you recommend, and a balanced 


formula is assured. 
* Natural lactose from the milk, and maltose-dextrin syrup 
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lightning 
snatcher 


Hnce you prescribe 


(PARAFLEX® + TYLENOL®) 


Prescribe PARAFON in low back pain—sprains—strains— 
rheumatic pains 
Each PARAFON tablet contains: 


PARAFLEX® Chlorzoxazonet 125 mg. 
The low-dosage skeletal muscle relaxant 
TyYLENoL® Acetaminophen 300 mg. 


The superior analgesic in musculoskeletal pain 
Dosage: Two tablets t.i.d.orq.id. 
Supplied: Tablets, scored, pink, bottles of 50. 


and in arthritis 


PARAFON 


with Prednisolone 


Each PARAFON WITH PREDNISOLONE tablet contains: PARAFLEX® 
Chloréoxazonet 125 mg., TyLENoL® Acetaminophen 300 mg., 
and prednisolone 1.0 mg. : 
Dosage: One or two tablets t.i.d. or q.i.d. 

Supplied: Tablets, scored, buff colored, bottles of 36. 
Precautions: The-precautions and contraindications that apply 
‘to all steroids should be kept in mind when prescribing 
PARAFON WITH PREDNISOLONE. 


*electrical lineman +U.S, Patent Pending 


McNeil Laboratories, Inc Philadelphia $2, Pa. 


PARAFON 


for muscle relaxation plus analgesia © 


4 
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broad-spectrum antibiotic therapy 
with minimum risk of moniliasis 


glucosamine-potentiated tetracycline with nystatin 


particularly valuable antibiotic therapy for those patients 
susceptible to secondary fungal infections 


supplied: 

Cosa-Tetrastatin Capsules (pink & black) 

250 mg. Cosa-Tetracyn® plus 250,000 u. nystatin 
Cosa-Tetrastatin Oral Suspension (orange-pineapple flavor) 


2 oz. bottle, each tsp. (5 cc.) contains 125 mg. Cosa-Tetracyn® plus 
125,000 u. nystatin 


Pfizer) Science for the world’s well-being™ 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y.. 
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in hypometabolism 


CYTOMEL 


brand of liothyronine ; j 


(a pure synthetic compound) 


offers 5 distinct advantages: 


1. Rapid clinical improvement . 
2. Easy, sensitive dosage adjustment 


3. Effectiveness in many thyroid- 
resistant patients 


4. Usefulness as a diagnostic aid 


_ 3. No cumulative effect 


SMITH 
KLUNE& 
FRENCH 
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New revitalizing 
brightens 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 

and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...’ Patients reported “an increase in 
alertness, vitality and sense of well being.’” 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 5 mg. 
methyltestosterone 1.25 mg. 
ethinyl estradiol 5 micrograms 
thiamin (vitamin B:) 5 mg. 
riboflavin (vitamin B:) 1 mg. 
pyridoxin (vitamin B.) 2 mg. 
vitamin B,2 activity 2 micrograms 
nicotinamide 25 mg. 
dicalcium phosphate 250 mg. 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: J. Am. Geriatrics Soc. 7:408 (May) 1959. 


RITALIN® hydrochloride (methylphenidate hydrochloride crBA) 
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off to a good day—constipation relieved: 


x. 
Constipation yields readily to the gentle laxative action of pleasant-tasting: 
Agoral. Taken at bedtime, Agoral works overnight, without disturbing sleep, 
to promote natural bowel function and a normal movement next morning. 
Without harsh catharsis, griping or urgency, Agoral conveniently helps meet 
nature’s need before the day’s activity begins. 


agoral 


the gentle laxative 


MORRIS PLAINS, 
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anorectal comfort in minutes For full symptomatic control 
3 in hemorrhoids, proctitis and pruritus ani start treatment with 2 Anusol-HC 
suppositories daily for 3 to 6 days to eliminate all inflammatory symptoms 
rapidly and safely. Then maintain lasting comfort with 1 regular Anusol 
suppository morning and evening and after each bowel movement. Neither 


product contains analgesics or narcotics, will not mask serious rectal pathology. 


anusor | anusol-HC 


hemorrhoidal suppositories and unguent dependable Anusol w/ hydrocortisone 
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the battle won 


in making the sale... 
is often lost 


in the colon 


Ad 
ENS 
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Salesman, 50 years of age, reported the following symptoms: pain, belching, ab- 
dominal distention and spasm. The patient also reported occasional mucous 
diarrhea and bloody stools. These symptoms had persisted for eight weeks. 
Barium enema studies supported the diagnosis of spastic colitis. 
On a bland, low residue diet and one ‘Combid’ Spansule capsule b.i.d., the patient 
became symptom-free. He was maintained on ‘Combid’ alone once his symptoms 
were under control. 
‘Combid’ Spansule capsules reduce: 

* secretion * spasm + nausea and vomiting + anxiety, tension and apprehension 
for 10 to 12 hours after one oral dose. 


Com 


brand of 
prochlorperazine 
and isopropamide 


® 


Spansule 


brand of sustained release capsules 


Smith Kline & French Laboratories, Philadelphia 
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resolve sinus or frontal headache Doctors 
everywhere are now finding that Sinutab relieves the misery 
of sinus or frontal headache. Sinutab promptly and safely 
aborts pain, decongests to relieve pressure and provides mild 
tranquilizing action to relax the patient. Try Sinutab—you’ Gi 
be pleased with the results. 


Sinutab 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | FURACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor 
sites, each dressed half with FURACIN gauze, 
half with petrolatum gauze. Use of antibacterial 
FURACIN Soluble Dressing, with its water-soluble base, 
resulted in more rapid and complete epithelialization. 
No tissue maceration occurred in FURACIN-treated 


areas. There was no sensitization. 
Jeffords, J. V.,and Hagerty, R. F.: Ann. Surg. 145:169, 1957. 


FU RACIN aK e@ e brand of nitrofurazone 


the broad-range bactericide that is gentle to tissues 


spread FurAcInN Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FURACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
€ polyethylene glycols 65%, wetting agent 0.3% and water. 


EATON LABORATORIES, NORWICH, N.Y. 
Nitrofurans—a NEW class of antimicrobials—neither antibiotics nor sulfonamides 
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asthmatic...but symptom-free All day long, on 


the job or off, Tedral protects most asthmatic patients from bronchospasm, 


mucous congestion and the fear and embarrassment of recurrent seizures. 
One Tedral tablet, taken at the first sign of attack, blocks the acute phase. 
For prophylaxis, most patients can be effectively, safely and economically 
maintained in symptom-free security on just 1 or 2 Tedral tablets q.i-d. 


the dependable antiasthmatic MORRIS PLAINS. WJ. 
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“In our hands it has been particularly helpful 
in the treatment of staphylococcic disease.””* 


In difficult staph. infections, a decisive response may be obtained with Ilosone 
in a high percentage of cases. 

In a study! of 105 patients, sixty-four of whom had Staphylococcus aureus 
infections, good results were obtained with Ilosone in 94 percent. Ten subjects 
had previously failed to respond to other forms of chemotherapy. The authors 
concluded that Ilosone “. . . is useful in treatment of a number of common 
infections and has been effective in treatment of a number of less common and 
more serious infections. . . . In our hands it has been particularly helpful in the 
treatment of staphylococcic disease.” 


Ilosone is available in Pulvules®, 125 mg. and 250 1. Smith, |. M., and Soderstrom, W. H.: 
mg.; Lauryl Sulfate 125 Suspension, 125 mg. (base = J. A. M. A., 170:184 (May 9), 1959. 
equiv.) per 5-cc. tsp.; and Lauryl Sulfate Drops, 5 mg. 

(base equiv.) per drop. Usual dosage for adults and _|losone® (propionyl erythromycin 
children over fifty pounds is 250 mg. every six hours. ester, Lilly) 


ELI LILLY AND COMPANY +: INDIANAPOLIS 6, INDIANA, U.S.A. 
032835 
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Conventions and 
meetings 


American College of Osteopathic Ob- 
stetricians and Gynecologists, annual 
meeting, Hilton Hotel, San Antonio, 
Texas, February 22-25. Secretary, Ar- 
thur A. Speir, Box 66, Merrill, Mich. 


American College of Osteopathic Pedi- 
atricians, annual meeting, Hilton Hotel, 
San Antonio, Texas, February 22-25, 
Secretary, Myron D. Jones, Osteopathic 
Hospital of Kansas City, 926 E. 11th St., 
Kansas City 6, Mo. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Dallas, Texas, October 30-November 3. 
Executive Secretary, Mrs. E. F. Martin, 
P.O. Box 488, Coral Gables, Florida. 


BP ris-Back Blades 
are now available... 
in the Puncture Proof 


Sterile Blade package that 
can be autoclaved. 


American Osteopathic Association, 
Sixty-Fourth Annual Convention, 
Muehlebach Hotel, Hotel Aladdin, 
Hotel Phillips, Municipal Audito- 
rium, Kansas City, Mo., July — 
Program Chairman, 

Ruberg, 4614 Wayne Ave., Phila. 
delphia 44. 


in the CONVENTIONAL pack- 


American Osteopathic College of Proc- 
tology, annual clinical assembly and re- 
fresher course, Mayo Hotel, Tulsa, March 
28-April 1. a Eugene W. Egle, 
Lackland Clinic, 2335 Brown Rd., St. 
Louis 14. 


Arizona, annual meeting, El] Conquis- 
tator Hotel, Tucson, May 6-8. General 
Chairman, Everett W. Gibson, 101 W. 
Ajo Way, Tucson. Executive Secretary, 
Mr. Stanley N. Schultz, Pina Plaza Bldg., 
Suite 213, 2030 E. Broadway, Tucson. 


California, annual meeting, Hotel Del 
Coronado, Coronado, April 27-30. Pro- 
gram Chairman, S. J. Aquila, 5622 Van 
Nuys Blvd., Van Nuys. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 4775 
Santa Monica Blvd., Los Angeles 29. 


Colorado: See Rocky Mountain Osteo- 
Conference. 


Georgia, annual meeting, King and 
Prince Hotel, St. Simons Island, June 6- 
8. Program Chairman, Richard A. Payne, 
4071 Glenwood Rd., Decatur. Secretary, 
Raymond S. Houghton, 314 N. Dawson 
St., Thomasville. 


Idaho, annual convention, with Utah 
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Ask your dealer 


URY. CONNECTICUT 


(BP) BARD- PARKER COMPANY, Inc, 
A DIVISION OF BECTON. ‘AND 


B-P + RIB-BACK « IT’S SHARP - RACK-PACK are trademarks of BARD-PARKER 


and Wyoming, at Pocatello, Idaho, June 
17-19. Program Chairman, L. D. Ander- 
son, 308 Eastman Bldg., Boise. 


Indiana, annual Marott Ho- 
tel, Indianapolis, May 14-17. Program 
Chairman, William Lynn Adams, 1500 
N. Delaware St., Indianapolis 2. Secre- 
tary, Arabelle B. Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


Iowa, annual meeting, Hotel Savery, 

Des Moines, May 22-24. Program Chair- 

man, Jean F, LeRoque, 3305 8. W S.W. Ninth 

St, I Des Moines 15. Secretary, Mr. Her- 

man W. Walter, 200 Walnut Bldg., Des 
Moines 9. 


Maine, annual Samoset Ho- 


meeting, 
tel, Rockland, June 23-25. Program 


Chairman, David A. Patriquin, Kezar 
Falls. Executive Secretary, Mr. George 
R. Petty, Monmouth. 


Minnesota, annual meeting, Minne- 
apolis, May 5-7. Secretary, E. R. Kom- 
arek, 301 Granite Exchange Bldg., St. 
Cloud. 


Montana, annual meeting, Glacier 
Park Lodge, East Glacier Park, August 
5-6. Program Chairman, C. G. — 
7-9 K-M Bldg; 

Donald H. Schmidt, 506 26th St., N., 
Great Falls. 


National Osteopathic Child Health 
Conf. Municipal Auditorium, Kan- 
sas Mo., 
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Patients are happier when doctors choose Fleet’ Enema 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 


You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes —even for 


with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41/2 fl.oz. of pre- 
cisely formulated, standardized solution." 


patients on sodium-restricted regimens.2 Systemic 
absorption is negligible. 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in le 
4Y-fl.oz. squeeze bottle. Pediatric size, 2% Also available: Fleet 
Retention Enema, 4'4-fl.oz. ready-to-use unit containing Mineral Oil U.S READY-TO-USE SQUEEZE BOTTLE 


1. Rosenfield, H, H., et al.: Obst. & Gynec. 11:222, 1958. 2. Hellman, L. D.: To be published. Cc. B. FLEET CO., INC. LYNCHBU RG, VIRGINIA 
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Rd., Kansas City 25, Mo. Secre- 
i Stan J. Sulkowski, 1601 Belmont 


Ave., Kansas City 26, Mo. 


New Jersey, annual meeting, Tray- 
more Hotel, Atlantic City, March 11-13. 
Program Chairman, Joseph V. Huffnagle, 
101 Bowood Dr., Haddonfield. Execu- 
tive Secretary, Mr. R. P. Chapman, 342 
W. State St., Trenton 8. 


New Mexico, annual meeting, West- 
em Skies Hotel, Albuquerque, April 
14-16. Program Chairman, M. C. Sims, 
119 Quincy St., N.E., Albuquerque. Sec- 
retary, Lory Baker, 400 N. Church St., 
Las Cruces. 


Northwest Osteopathic Convention, 
Ridpath Hotel, Spokane, Washington, 
June 20-22. Program Chairman, Wilbert 
.B, Saunders, 4730 University Way, Seat- 
tle 5. 


Ohio, mid-year postgraduate course 
with Columbus clinical group, Doctors 
Hospital, Columbus, February 19-21. 
Program Chairman, Robert F. Eggert, 
Doctors Hospital, 1087 Dennison Ave., 
Columbus 1. Annual meeting, Neil 
House, Columbus, May 1-4. Program 
Chairman, W. B. Carnegie, 2600 Woos- 
ter Rd., Rocky River 16. Refresher 
Course, Hotel Cleveland, Cleveland, Oc- 
tober 22-23. Executive Secretary, Mr. 
William S. Konold, 53 W. Third Ave., 
Columbus 1. 


Ontario, annual meeting, Park Hotel, 
Niagara Falls, May 2-4. Program Chair- 
man, M. Paul Christianson, 901-02 Pigott 
Bldg., Hamilton. Secretary, Eric B. 
Johnston, 2920 Bloor St., W., Toronto 18. 

Oregon: See Northwest Osteopathic 
Convention. 


Rocky Mountain Osteopathic Confer- 
ence. Broadmoor Hotel, Colorado 
Springs, March 30-April 3. Secretary, 
C. R. Starks, 1459 Ogden St., Denver 18. 


South Dakota, annual meeting, Catar- 
ract Hotel, Sioux Falls, May 1-2. Pro- 
gram Chairman, Herman E. Gegner, 509 
S. Minnesota Ave., Sioux Falls. Secre- 
tary, Earl W. Hewlett, 417 W. 27th St., 
Sioux Falls. 


Tarrant County, annual child health 
clinic, Hotel Texas, Fort Worth, Texas, 
March 19-20. Secretary, M. Virginia 
Poole Ellis, 1001 Montgomery St., Fort 
Worth 7. 


Texas, annual meeting, Baker Hotel, 
Dallas, April 28-30. Program Chairman, 
Roy B. Fisher, 1001 Montgomery St., 
Fort Worth 7. Executive Secretary, Phil 
R. Russell, 512 Bailey St., Fort Worth 7. 


Utah: See Idaho listing. 


Virginia, annual meeting, Williams- 
burg Lodge Inn, Williamsburg, May 26- 
28. Program Chairman, Felix D. Swope, 
126 N. Columbus St., Alexandria. Secre- 
tary, Olis M. Wakefield, 2022 Atlantic 
Ave., Virginia Beach. 
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in coronary insufficiency 


Metamine® Sustained helps 
you dilate the coronaries 


METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique 
sustained-release tablet) is a potent and exceptionally well tolerated coronary 
vasodilator. Pharmacological studies at McGill University demonstrated that 
METAMINE “exerts a more prolonged and as good, if not slightly better coronary 
vasodilator action that nitroglycerin . . .”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor effect than does nitroglycerin.” 
Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,* and, given 
b.i.d., is ideal medication for the patient with coronary insufficiency. Bottles of 
50 and 500 tablets. Also: METAMINE, METAMINE WITH BUTABARBITAL, METAMINE 
WITH BUTABARBITAL SUSTAINED, METAMINE SUSTAINED WITH RESERPINE. 
1. Melville, K. I., and Lu, F, C,: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, 
F.: Arch Internat. de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L. E.: 
Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


Leeming Ce New York 17, N.Y. 


*Patent applied for 


pathic Convention. 


Washington: See Northwest Osteo- 


State and 


West Virginia, annual meeting, Daniel national boar ds 


Boone Hotel, Charleston, May 15-17. 
Program Chairman, Albert Moliskey, 570 
Main St., Follansbee. Executive Secre- 
tary, Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston 1. 


Wisconsin, annual meeting, Lake Lawn 
Lodge, Delavan, May 11-13. Program 
Chairman, James S. Crane, 407 W. Sil- 
ver Spring Dr., Milwaukee 17. Secretary, 
V. L. Sharp, 3924 S. 51st St., Milwau- 
kee 19. 


Wyoming: See Idaho listing. 


Arizona Those interested in profes- 
sional examinations should contact Rus- 
sell Peterson, D.O., secretary, Osteopath- 
ic Board of Registration and Examina- 
tion in Medicine and Surgery, 2747 E. 
McDowell Rd., Phoenix 22. 

Basic science examinations March 15 
at University of Arizona, Tucson. Appli- 
cations must be filed 2 weeks prior to 
examinations. Address Herman E. Bate- 
man, Ph.D., secretary, Board of Examin- 
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more 


22 were successfully 


treated with Decadron’ 


: 4 1. Boland, E. W., and Headley, N. E.: Paper read before the 
Am. Rheum. Assoc., San Francisco, ‘Calif., June 21, 1958. 
i 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 
Toco San Francisco, Calif., June 21, 1958. 
' *Cortisone, pred and predni 


eg DECADRON is a trademark of Merck & Co., Inc. fo 
: Additional information on DECADRON is available to physicians on request. : 


Sharp & Dohme 


DIVISION OF MERCK & ip ee PHILADELPHIA 1, PA. 
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ers in the Basic Sciences, University of 
Arizona, Tucson. 


Colorado Basic science examinations 
March 2-3 at second floor lecture room, 
Y.M.C.A. Building, E. 16th Ave., and 
Lincoln St., Denver. Applications must 
be filed by February 17. Address Esther 
B, Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 


District of Columbia Professional ex- 
aminations May 9-10. Address Mr. Paul 
Foley, Deputy Director, Department of 
Occupations and Professions, 1740 Mas- 
sachusetts Ave., N. W., Washington 6, 
D. C. 

Basic science examinations in April. 
Address Mr. Foley. 


Hawaii For information on examina- 
tion dates write to Frank O. Gladding, 
D.O.,. secretary, Board of Osteopathic 
Examiners, 504 Kauikeolani Bldg., 116 
S. King St., Honolulu 13. 


Illinois Examinations during April at 
160 N. La Salle St., Chicago. Applica- 
tions must be filed 15 days prior to ex- 
aminations. Address Mr. Frederic B. 
Selcke, superintendent, Department of 
Registration and Education, Capitol 
Bldg., Springfield. 


Iowa Basic science examinations April 
12 at the Capitol Building, Des Moines. 
Address Elmer W. Hertel, Ph.D:, secre- 
tary, Board of Basic Science Examiners, 
Wartburg College, Waverly. 


Michigan Basic science examinations 
in May. Address Mrs. Anne Baker, sec- 
retary, Board of Examiners in the Basic 
Sciences, 116 Mason Bldg., Lansing. 


Minnesota _ Basic science examinations 
April 5 at University of Minnesota, Min- 
neapolis. Address Raymond N. Bieter, 
M.D., secretary, Board of Examiners in 
the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 14. 


Montana Examinations March 1. Ad- 
dress Warren E. Monger, D.O., secre- 
tary, Board of Osteopathic Examiners, 
Box 64, Dillon. 


Nebraska Basic science examinations 
May 3-4. Address Mr. R. K. Kirkman, 
Director of Bureau of Examining Boards, 
State Department of Health, Lincoln 9. 


Nevada Basic science examinations 
April 5. Address Kenneth C. Kemp, 
Ph.D., secretary, Board of Examiners in 
the Basic Sciences, Box 9355, University 
of Nevada, Reno. 


New Hampshire Examinations March 
9-12 at Concord. Address Edward W. 


Colby, M.D., secretary, Board of Regis- . 


tration in Medicine, State House, Con- 
cord. 


New Mexico Basic science examina- 
tions April 17. Address Mrs. Marguerite 
Cantrell, secretary, Board of Examiners 
in the Basic Sciences, Box 1522, Santa 
Fe. 
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The MS-300 Stimul has been 
by the F.C.C. for use in conjunction ae 
the UT 400 Ultrasound unit. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 


Branch Offices: New York * Chicago * Atlanta © Los Angeles 
Dealers in all principal cities 


BURDICK’S 


UT-4200 
MS-300 


COMBINATION 


Simultaneous use of the Burdick 
UT-400 Ultrasound unit and the new 
MS-300 Muscle Stimulator offers a 
new dimension in ultrasonic therapy 
— combining the massage action 
of electrical stimulation with the 
established physiological effects of 
ultrasound. 


For complete information on the use 
of the UT-400 and MS-300—individ- 
ually, or as a combination — please 
contact your local Burdick repre- 
sentative or write us directly. 


Rhode Island Professional examina- 
tions April 7-8 at Providence. Address 
Mr. Thomas B. Casey, Administrator of 
Professional Regulation, 366 State Office 
Bldg., Providence. 

Basic science examinations May 11 at 
Room 366, State Office Bldg., Provi- 
dence. Applications must be filed 2 
weeks prior to examinations. Address Mr. 
Casey. 


Tennessee Professional examinations 
in February and August at Nashville. 
Address M. E. Coy, D.O., secretary, 
Board of Examination and Registration 
for Osteopathic Physicians, 1226 High- 
land, Jackson. 

Basic science examinations given every 


3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 62 S. Dunlap, Memphis 3. 


Wisconsin Basic science examinations 
April 9 in Room 100, Chemistry Build- 
ing, University of Wisconsin, Madison. 
Applications must be filed by March 31. 
Address Mr. W. H. Barber, secretary, 
Board of Examiners in the Basic Sci- 
ences, 621 Ransom Street, Ripon. 


British Columbia Examinations in 
June. Applications must be filed 90 days 
prior to examinations. Address Lynn 
Gunn, M.D., registrar, Council of Col- 
lege of Physicians and Surgeons, 1807 
W. 10th Ave., Vancouver 9. 
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washington 


Human chorionic gonadotropin for- 
tified with vitamins and nutrients 


«contains no thiamine hydrochloride. 


Promotes secretion of androgen by tes- 
ticular interstitial cells without causing 
atrophy or antigen formation. 


Recommended for 
IMPOTENCE 

MALE CLIMACTERIC 
MALE SENILITY 
GERIATRIC USE 


Now available in the Univial 


Two chamber security 
— single unit convenience 


Write for literature... 
FARNSWORTH 
PHARMACEUTICAL 


LABORATORIES, INC. 


1914 West Birchwood 


Chicago 26, Illinois 


Specialty 


board examinations 


Pathology Notice has been received 
that the procedure for the written ex. 
amination for certification in pathology is 
being changed. For information, address 
O. Edwin Owen, D.O., secretary, Ameri- 
can Osteopathic Board of Pathology, 
Hospitals of Philadelphia College of Os- 
teopathy, 48th and Spruce Sts., Philadel- 
phia 39, no later than March 1. 


Examination 
by National Board 


The National Board of Examiners for Os- 
teopathic Physicians and Surgeons, Inc. 
conducts Parts I and II of its examina- 
tions on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary of the 
Board or the dean of the college, and the 
completed application blank, together 
with check for the part to be taken, must 
be in the secretary’s office by the No- 
vember 1 or April 1 preceding the ex- 
amination. 

Examinations in Part I consist of anat- 
omy, including histology and embryol- 
ogy; physiology; physiological chemistry; 
general pathology; and bacteriology, in- 
cluding parasitology and immunology. 
Part II consists of examinations in sur- 
gery, including applied anatomy, surgical 
pathology, and surgical specialties; neu- 
rology and psychiatry; public health, in- 
cluding hygiene; medical jurisprudence; 
obstetrics and gynecology; pediatrics; os- 
teopathic principles, therapeutics, includ- 
ing pharmacology and materia medica. 
Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 


Reregistration 
of osteopathic licenses 


March 1—Colorado, $2 if legal. resi- 
dent; $10 if not legal resident. Address 
Miss Mary M. McConnell, executive sec- 
retary, Board of Medical Examiners, 715 
Republic Bldg., Denver 2. 


April 1—Montana, $2 for those in ac- 
tive practice; $1 for those inactive. Ad- 
dress Warren E. Monger, D.O., secre- 
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tary, Board of Osteopathic Examiners, 
Box 64, Dillon. 


April 1—Wyoming, $2.50. Address 
James W. Sampson, M.D., secretary, 
Board of Medical Examiners, State Office 
Bldg., Cheyenne. 


May 1—Iowa, $1.00. Address Mr.. 
Herman W. Walter, assistant secretary, 
Board of Osteopathic Examiners, 200 
Walnut Bldg., Des Moines 9. 


May 1—Washington, $2.00. Address 
Mr. Thomas A. Carter, secretary, Profes- 
sional Division, Department of Licenses, 
Olympia. 


are: anatomy; physiology; pathology; os- 
teopathic principles, therapeutics and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diagno- 
sis; public health and communicable dis- 
eases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first six months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually. 

The National Board of Examiners will 
conduct the 1960 Part III examinations 
as follows: 

College of Osteopathic Physicians and 
Surgeons—March 19-20. 

Philadelphia College of Osteopathy— 
April 23-24. 


| A | 
de 
we, not only is the activity 
of chorionic inhid- 
ited at 2 oH but it consid- 
erably enhanced at a nigh pH.” 
Chorion'c gonadotropin mixed 
with diluent containing, among 
other things; 25 mé- of thiamine Ls 
per cc: failed is== 
show piological activity when 
ysed the standard potency 
test. 
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Bureau of and physica! 
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Detroit Osteopathic Hospital—April 


23-24. 

Kansas City College of Osteopathy and 
Surgery—April 23-24. 

All candidates who are now serving an 
internship may file an application for 
Part III when 6 months of the internship 
have been completed. All others eligible 
for Part III whose internships of 1 year 
have been completed may file at any 
time. All applications must reach the 
office of the secretary not less than 30 
days prior to the examination. 

All candidates are reminded that the 


examinations must be completed within. 


a period of 7 years. Candidates who 
took Part I in 1953 must take Part III in 
1960 or forfeit the right to complete the 
examinations. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the first 
2 quarters or trimesters of the sophomore 
year in an approved school of osteop- 
athy; Part II, satisfactory completion of 
Part I and of the first two quarters or 
trimesters of the senior year in an ap- 
proved osteopathic college; Part III, sat- 
isfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. 


Address all communications to Paul _ 


van B. Allen, D.O., secretary, 4425 N. 
Meridian St., Indianapolis 8. 


Geographic 
variations in 
mortality by cause* 


Mortality varies appreciably from one 
area of the United States to another. 
This is evident from a study of the geo- 
graphic variation in mortality rates from 
various causes among white males and 
females for the years 1949-51—the 
period centering around the year of the 
last national census. In order to allow 
for geographic differences in the age 
composition of the populations, the death 
rates were adjusted on a constant basis. 

Among white males the lowest mor- 
tality from all causes combined was ex- 
perienced in the West North Central 
States, where the death rate was 9 per- 
cent below that for the country as a 
whole and 13 percent less than that in 
the Middle Atlantic States, the area with 
the highest death rate. Next to the low- 
est rate was recorded in the West South 
Central area. The Middle Atlantic di- 
vision was the only area with a death 
rate above 10 per 1,000 among white 


*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, Nov.-Dec. 1959. 


JOURNAL A.O.A., VOL. 59, FEB. 1960 


and 
still 
champion 


DESITIN 


OINTMENT 
in preventing and healing diaper ras 
e blocks irritation due to urine and excrement 
e fights ammonia and rash-producing bacteria 
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DESITIN OINTMENT the pioneer soothing, protective healing external cod liver oil therapy.’ 


Comples ? Please write.. DESITIN CHEMICAL COMPANY 812 Branch Ave., Providence 4, R. |. 


males in 1949-51. The Pacific and the 
Mountain States did only moderately 
better. 

In some the geographic pat- 
tern of mortality for females is similar 
to that for males. For example, the most 
favorable death rate for white females 
was recorded in the West Central areas 
and the least favorable in the Middle 
Atlantic States. In other respects, how- 
ever, the experience for the two sexes 
differed. Thus, females in the northern 
and in the southern parts of the West 
Central division recorded almost identi- 
cal death rates, whereas among the males 
there was some disparity in mortality 
between the two areas. Furthermore, 
when the geographic divisions are ar- 
ranged in order of magnitude of mor- 


tality, the Pacific and the South Atlantic 
States have a more favorable ranking for 
females than for males. 

Individual causes likewise show con- 
siderable geographic variations in mor- 
tality. The major cardiovascular-renal 
diseases, which accounted for more than 
half the total mortality ia; the United 
States in 1949-51, generally recorded 
lowest death rates in the Southwest and 
highest in the Northeast. Thus, among 
white males the death rate from these 
diseases ranged from about 450 per 
100,000 in the Southwest to 558 in the 
Middle Atlantic States. Among white fe- 
males, the death rate from the major 
cardiovascular-renal diseases varied much 
more widely, ranging from 267 per 100,- 
000 in the West South Central division 
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wants 
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now! 


the new, 3-day, 


Pro-Duosterone’ 


50 mg. anhydrohydroxyprogesterone, activated by 0.03 mg. ethinyl estradiol per tablet 
permits quick, highly accurate early diagnosis 


If the patient is not pregnant, and previously has had regular men- 
strual cycles, progesterone-withdrawal bleeding will occur within a 
few days after administration of the PRo-DUOSTERONE test (4 tablets 
a day for 3 days). If the patient is pregnant the progestational 
activity of Pro-DUOSTERONE will protect the pregnancy. 

In normally-cycling women the PRo-DUOSTERONE test approaches 
100% accuracy.1 The Pro-DUOSTERONE test can be performed as 
early as a week after the missed menses. 


1. Schwartz, H.A.: Editorial, Minnesota Med. 42:1279, 1959. 


——(Rousset p— Roussel Corporation, 155 E. 44th Street, New York 17, N. Y. 


oral Pregnancy Test 


to 396 in the Middle Atlantic States. 

Similarly, the death rate from cancer 
(malignant neoplasms) was higher in the 
Middle Atlantic States than in any other 
area of the country. New England re- 
corded the second highest mortality rate 
from this cause. The cancer death rate 
among white males in the Middle Atlan- 
tic area was more than two fifths greater 
than that in the East South Central 
States; among white females, however, 
the difference was less marked. In both 
sexes, the cancer mortality for almost 
every major site was highest in the north- 
eastern part of the country. This pattern 
was even more marked for diabetes than 
for cancer. 

On the other hand, influenza and 
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pneumonia recorded lowest death rates 
in New England and maximum mor- 
tality in the southern and Mountain 
States. Fatal accidents, reflecting largely 
the experience for motor vehicle acci- 
dents, showed a similar pattern. Among 
white males the accident death rate in 
the Mountain States, 116 per 100,000, 
was not far from twice that in the New 
England States. 

Geographic variations in mortality re- 
flect a variety of factors. These include 
the general standard of living, the degree 
of industrialization and urbanization, the 
stage to which public health practices 
and medical and hospital facilities have 
been developed, and differences in the 
reporting of causes of death. 


Families and 
children in urban 


redevelopment* 


I. A view from 
a settlement house 


Head Work Elizabeth 
er, 
House, Boston 


The possibility that half of the West End 
of Boston would be razed as a part of 
the federally sponsored urban redevelop- 
ment program had been talked about for 
10 years. There was considerable news- 
paper and other publicity in the months 
preceding actual landtaking, as well as 
educational efforts by local schools, 
churches, and social agencies. Despite 
this, landtaking notices received in April 
1958, triggered a crisis in the lives of 
most of the people in the area. 

With the area’s 2,800 families now re- 
located, the Elizabeth Peabody Settle- 
ment House has tried to assess this 
neighborhood crisis—with particular ref- 
erence to its role—in the hopes that 
some useful knowledge may be gained 
which might be utilized in future urban 
renewal projects throughout the United 
States. With its goals of strengthening 
family life and helping in the growth of 
healthy neighborhoods, the agency fully 
supported the idea of redevelopment and 
had been planning with other agencies 
in the area to help the families meet 
their problems of relocation. However, it 
now has the advantage of hindsight in 
seeing how and where earlier preparation 
for redevelopment on the part of all the 
agencies in the community working to- 
gether might have helped to ease a very 
difficult situation. 

Redevelopment of as large a residen- 
tial area as the West End was a rela- 
tively new, untried effort in 1958—even 
for the professional government person- 
nel involved. It certainly was a complete 
unknown for the Boston community as a 
whole, for West End residents, and for 
West End social agencies and institu- 
tions. 

Under the law through which the city 
had obtained Federal funds for redevel- 
oping the area, the 2,800 families had to 
be relocated in safe, decent, and sanitary 
buildings. Each family could be offered 
up to $100 for moving expenses and any 
assistance the site relocation office could 
provide. Thus, the lawmakers broadly 
recognized that individual problems 
would be posed by relocation and took 


*Reprinted from Children, Nov.-Dec. 1959. 
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l Total topical analgesia 
of both oropharynx 
_ and hypopharynx by gar- 
gling and swallowing. 
Because it can reach and 
treat “both” sore throat 
areas, ‘PHARYCIDIN’ CON- 
CENTRATE is preferred to 
other preparations, which 
cannot be swallowed and 
thus can act only on the 
oropharynx. 


Sustained systemic an- 

algesia for relief of the 
aches, pains, malaise and 
fever which so often ac- 
company “‘sore throat’’ 
With unique Choline Sal- 
icylate, systemic benefits 
are obtained rapidly 
—therapeutic salicylate 
blood levels are reached 
in only 10 minutes. 


3 Recognized antibac- 

terial actions, as well 
as effective mucolysis, 
by Cetyldimethylbenzyl- 
ammonium Chloride, 
which is especially effec- 
tive against the gram-pos- 
itive organisms so often 
associated with pharyn- 
geal infections. Mucolysis 
enhances local analgesic 
and antibacterial benefits. 


‘PHARYCIDIN’ CONCENTRATE differs from ordinary gargles because it not only treats the oropharynx by gargling, 
but also coats both oropharynx and hypopharynx by swallowing. PHARYCIDIN assures swift-acting, yet sustained, 
systemic relief because it provides Choline Salicylate, the reinarkable analgesic/antipyretic/anti-inflam- 
matory agent which is tolerated without the addition of butfers, even by patients with 5 sm ulcers. 


Supplied in 8 oz. and 4 oz. bottles. 


© The Pure Company 


©Copyright 1960, The Purdue Frederick Company 
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sis on pyridoxine, especially important during pregnancy. 
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TABLETS 


Columbus, Indiana 


steps toward their solution by providing 
for a site relocation office. However, 
what is now obvious is that the assistance 
which must be provided to the families 
of any area to be cleared must come in 
large part from the resources of the 
community as a whole, working with the 
relocation staff. The assistance needed is 
too great, too varied, and too specialized 
to permit solutions by any one staff. 
The neighborhood crisis, which 
spanned the period from landtaking until 
actual relocation of all 2,800 families in 
the area, developed from the very ob- 
vious conflict between the inevitable re- 
location of the West End families and 
their strong reluctance to move else- 
where. While the West End was consid- 
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ered by the experts to be one of Boston’s 
worst residential areas, it was believed 
by its residents to be a most desirable 
place in which to live. 

Although the difficulties of inadequate 
housing, tenement buildings, dirt, dis- 
ease, and lack of recreational space 
caused tensions and strains in the lives 
of West End residents, the West End 
held charm and for many people repre- 
sented security. The stability of longtime 
residence, the nearness of parks and 
pools, the familiarity bred of close living 
conditions, the richness of many cultures 
—Jewish, Polish, Irish, Albanian, Ukrain- 
ian—were some of the more pleasurable 
aspects of its life which served to draw 
the people closely together. Within walk- 


ing distance of the people’s homes were 
informal cultural groups, work, churches 
and synagogues, nationality food stores 
and a variety of social agencies. A great 
many West Enders valued the social en. 
vironment of this “slum area.” 


SOME PROBLEMS 


Although relocation in fact became the 
turning point for some West End fam- 
ilies in the improvement of their lives, 
for others it intensified many existing 
problems which, unless resolved, would 
exact a toll from both the individuals 
concerned and the new communities to 
which they have moved. 

In the West End, the Boston Rede- 
velopment Authority assumed ownership 
of all property at the time of landtaking 
for payments of $1. As of the date of 
landtaking, rents had to be paid to the 
authority until the building was vacated. 
At a later date, assessors determined the 
further amounts which the authority was 
willing to pay for the property taken. If 
the former owner thought this price too 
low, he appealed and requested a higher 
figure, but an appeal meant further de- 
lay—in many cases more than a year. 
While in some cases of hardship former 
landowners were not required to pay 
rent until they were paid for their prop- 
erty, this was not a publicly stated’ 
policy. 

Among those hardest hit economically 
were residents who had their own apart- 
ments or stores in a building which also 
provided them with rental income. Not 
only did this income stop with the land- 
taking, but suddenly they had to pay for 
the space which they used in the build- 
ing. In the case of the small retailer, an 
added problem was a drastically dimin- 
ishing market for his goods or services 
as the West End was vacated. When 
payment for their property was not forth- 
coming, these small businessmen could 
not afford to move elsewhere. Such 
problems generated considerable hostility. 

Another group seriously affected by 
relocation, and hence resentful, was the 


. marginal wage earners who had been 


able to “squeak by” in the West End 
during periods of unemployment because 
of extremely low rents (some families 
had been paying only $12 a month for a 
three-room apartment). Other West End 
families had been planning for relocation 
by gradually accumulating savings over 
the years which would permit them to 
achieve a specific goal. Unfortunately, 
landtaking came for many of these 
long before sufficient savings had been 
accumulated, so that they had to revise 
the plans they had formulated and 
worked for over several years. ? 
Confusion and misunderstanding re- 
garding the role of the relocation office 
persisted among many of the residents. 
The morale of almost all families was 
affected by being socially uprooted from 
an area with which they had had strong 
ties. Those who were not the first to go 
were further depressed by living in 
crumbling and deserted neighborhoods. 
Although most families functioned 
very well during this trying period and 
planned and executed their moves with 
little or no outside help, the families who 
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QUESTION: 


What have authorities reported as to 
the efficacy of Fiorinal in 
tension headache? 


ANSWERS: 


From the published reports of 
leading clinicians. 


“The most effective 
symptomatic medica- 
tion in the treatment 
of tension headache 
have been several 
analgesic and seda- 
tive combinations. 
One of the most 
effective is Fiorinal, he 
which yielded relief in two out of ji 

three patients.” (Friedman, A. P., Sp ecr C rap Y 
von Storch, T. J. C. and Merritt, H. for 


H.: Neurology 4:773, Oct. 1954.) 

tension 
“In the treatment of (27 3 
tension headaches... headache 


[Fiorinal’s non-nar- | 

cotic action] offers a 
better opportunity ; 
for relief than some 
usually prescribed 
non-narcotic analges- 
ics.” (Weisman, S. J.: Am. Pract. & 


Digest. Treat. 6:1019, July 1955.) f ) ; rinal 


“Fiorinal appears to 


be one of the most 
B useful preparations to relieves pain, muscle spasm, nervous tension 
date for the relief of rapid action + non-narcotic + economical 
headaches. 
a] Easing of the head 
discomfort was accom- 
a "1 plished by one or two 
tablets without any unpleasant side FIORINAL TABLETS 
effects such as drowsiness or gastric Each tablet contains: 
upsets. In many cases Fiorinal Sandoptal (Allylbarbituric acid N.F.X) 
appeared to temporarily relieve the 50 mg. (% gr.), caffeine 40 mg. (% gr.) 
discomfort from or acid 200 mg thew ) 
acute respiratory infections.”’ 
(Kibbe, M. H.: Dis. Nerv. System acetophenstidin 180: mg. (2 gr-). 
16:77, March 1955.) Dosage: 1 or 2 tablets every 4 hours, 
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Synonyms for 
Pain Relief... 


gradation of potencies 
relief of varying 
‘TABLOID’ "Intensities of pain 
‘EMPIRIN’ 
e Simple headache 
COMPOUND =~ 
arthralgias 
Acetophenetidin ...... gr.2% | myalgias 
Acetylsalicylic Acid ....gr. 3% common cold 
earache 
‘TABLOID’ 
‘EMPIRIN’ 
minor trauma 
tension headache 
C 0 M PO U N D premenstrual tension 
surgery 


post-partum pain 


CODEINE 


eoplasm 


PHOSPHATE 


migraine 


No. 1 Acetophenetidin ...... 
Acetylsalicylic Acid .... 
Caffeine 
Codeine Phosphate .... gf. % 


fractures 
No. 2 Acetophenetidin ...... gr.2¥2 
 felief of pain 
Codeine Phosphate .... of all degrees.of 
No 3 severity up to 
. Acetophenetidin ...... gr. 2% that which 


Acetylsalicylic Acid .... gr. 342 
gr. 
Codeine Phosphate ....gr. %% 
N AND IN 
0. 4 Acetophenetidin ...... fevers 
Acetylsalicylic Acid .... 
Codeine Phosphate ... af 


"Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A, 


...providing the desired 


musculo-skeletal pains 
-_postdental surgery 
post-partum involution 


requires morphine 


unproductive coughs 


Tuckahoe, New Tork 


did not or who had special problems re- 
quired a disproportionate amount of the 
relocation office’s time. Many families 
made no plans to move and when the 
wrecking company was ready to start on 
their building, they had to be temporari- 
ly relocated elsewhere in the West End, 
thus merely postponing the problem. 
Sometimes the alternative to temporary 
relocation within the West End was a 
poorly planned, hasty move, likely to be 
productive of later problems. 

Regard for property almost disap- 
peared in the West End during the relo- 
cation period. Destruction and demoli- 
tion became a favorite game among the 
children, and neither parents nor authori- 
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ties seemed concerned. Vandalism and 
truancy among teenagers became com- 
mon. The adolescents seemed to be act- 
ing out all the insecurities and antag- 
onisms that their parents were feeling. 
Since much of this behavior was not 
effectively checked, these problems will 
undoubtedly be inherited by the com- 
munities to which these teenagers move. 

There seemed to be a general abnega- 
tion of parental responsibilities during 
the relocation period. Many parents 
seemed to feel that their children’s school 
and behavior problems were relatively 
unimportant in comparison to their own 
problems of moving. While these parents 
may try to reassert their influence after a 


move is made, this period of “not cap 
ing” may create some permanent prob- 
lems in the families and in their new 
communities. 


COMMUNITY ORGANIZATION 


In spite of these problems, the West 
End was perhaps more fortunate than 
many areas may find themselves in fac. 
ing redevelopment. First, as has been 
mentioned, the area had for years been 
served by many social agencies and 
churches. This meant excellent knowl. 
edge of much of the community, as well 
as established lines of communication 
which could be utilized in the interest of 
relocation. These groups had for years 
been associated with each other in the 
West End Neighborhood Council, which 
meant that the agencies had considerable 
knowledge of each other’s work and that 
their staff members knew each other 
well. This readymade basis for coopera- 
tion and community organization com- 
pensated a great deal for the agencies’ 
general lack of experience in the prob- 
lems of relocation. 

During the 10 years leading up to 
actual landtaking in April 1958, the 
neighborhood council was very much 
concerned with the approaching rede- 
velopment of the area. Over these years, 
considerable rapport was established be- 
tween the council and key persons in the 
Boston Housing Authority and later the 
Boston Redevelopment Authority, the 
agencies successively responsible for re- 
development of the West End. The 
council stressed the need for clarity re- 
garding definite plans for the West End’s 
future. The redevelopment representa- 
tives on the other hand informed the 
council members of the exact nature of 
redevelopment and the timing of its 
various phases. This early relationship 
between community agencies and the re- 
development authority provided a two- 
way line of communication between 
those responsible for redevelopment and 
the community itself, which could be 
used in efforts to prevent or minimize 
confusion, doubt, and distrust within the 
neighborhood. It also provided the rede- 
velopment authority with a community 
group on which it could call when prob- 
lems of actual relocation demanded ac- 
tive working groups of West End agen- 
cies and individuals. 

At one point before landtaking, ar- 
rangements were made through the 
neighborhood council for the West End- 
ers to take a trip to one of the city’s 
public housing projects, in order to show 
residents an alternative to living in the 
West End. More of this kind of activity 
would probably have been worth while 
at that early date, although at the time 
it seemed somewhat premature. As it 
turned out, although most West Enders 
were eligible for public housing, few 
moved into such projects. They evident- 
ly regarded proximity to persons of their 
own culture and to nationality food 
stores as more important than better 
housing at a lower rent. 

Some time before landtaking a large 
open meeting was held at the Elizabeth 
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SUPERIOR MATERIAL 
SURGICAL PROSTHESES 


USHER’S Laboratory studies and clinical evaluation in the hospital* have 


M ARLEX shown that Marlex Mesh possesses qualities superior to certain 
other materials, when used to repair abdominal and chest wall 

M ES H defects. The porous weave of this monofilament mesh allows easy 
penetration by fibrous tissue, yet has exceptional tensile strength 

BY D AVO L and “body.” Other outstanding results of studies of Marlex 


mesh prostheses over a period of time showed: 


eno decrease in tensile strength 

¢ constant and uniform replacement by fibrous tissue 
@ minimal fragmentation e low tissue reaction 

e better bondage to surrounding tissue 


@ inertness in the presence of infection 


Use of a monofilament eliminates the capillary action present in 
a knitted prostheses. 


*USHER, FRANCIS C., AND GANNON, J. P.: Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. I. Experimental Studies. A.M.A. 
Arch. Surg., 78: 131-137, 1955. USHER, FRANCIS C., AND WALLACE, STUART A.: Tissue Reaction to Plastics—Comparison of Nylon, Orlon, 
Dacron, Teflon, and Marlex, A.M.A. Arch. Surg., 76: 997-999, 1958. USHER, FRANCIS C., OCHSNER, J. AND TUTTLE, L.L.D., JR.: Use of 
Marlex Mesh in the Repair of Incisional Hernias, The American Surgeon, 24: 969-974, 1959. USHER, FRANCIS C., FRIES, J. G., OCHSNER, J., 
AND TUTTLE, L.L.D., JR.: Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. II. Clinical Studies. A.M.A. Arch. Surg., 78: 138-145, 
1959. USHER, FRANCIS C.: A New Plastic Prosthesis for Repairing Tissue Defects of the Chest and Abdominal Wal!, American Journal of Surgery, 
97: 629-633, 1959. USHER, FRANCIS C., HILL, JR., AND OCHSNER, J. L.: Hernia Repair with Marlex Mesh: A comparison of Techniques, 
Surgery. In press, 1959. USHER, FRANCIS C.: Further Observations on the Use of Marlex Mesh: A New Technique for the Repair of Inguinal 
Hernias, The American Surgeon. In press, 1959. 
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A MONOFILAMENT POLYETHYLENE PLASTIC MESH 
WITH EXCEPTIONAL PROPERTIES AND STRENGTH 
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USHER’S MARLEX MESH BY DAVOL 


Marlex is a high-density polyethylene plastic 
recently developed by the Phillips Chemical 
Company. It has a highly crystalline molecular 
structure affording an unusually high tensile 
strength — from 50,000 to 150,000 Ibs. p.s.i. 


e Nonwettable 

e Outstanding Chemical Resistance 
e Minimal Fragmentation 

Nontoxic 

e Thermostable up to 250° F. 

e Soft, porous, pliable 


® 
e Inert in presence of Infection 


e@ Low Tissue Reaction 
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Marlex mesh is a simple taffeta weave of pure 
Marlex monofilament, calendered to give more 
flexibility. It is available in two sizes: 64%”x 314” 
and approximately 6”x 12”. 


e Packaged in a double plastic container so it re- 
mains sterile until the seal is broken. 


e Can be resterilized by boiling for thirty minutes 
or by chemical sterilization prior to use. 


e Can be cut to desired pattern at operating table. 


e Cut edge can be fused with the actual cautery at 
low heat. Sutures may be placed within %” of 
the fused edge. 


e Can use silk, cotton or wire sutures (stainless steel 
wire sutures are recommended). 


RUBBER COMPANY 
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Peabody House at which the redevelop- 
ment authority spoke of plans for the 
West End. However, subsequent smaller 
meetings with leaders both well informed 
and capable of handling discussion 
proved more effective in gaining citizen 
participation and understanding. More of 
this kind of activity might have helped 
lessen later problems. 


NEIGHBORHOOD COMMITTEES 


Four months before landtaking, the 
neighborhood council with staff service 
from the United Community Services es- 
tablished two committees from the West 
End to work with the relocation office: 

1. An interpretation committee com- 
posed of lay leaders of the various West 
End social and church groups. This was 
charged with communicating facts about 
relocation from the relocation office to 
the community and with explaining some 
of the neighborhood’s concerns to the 
office staff. 

2. A case committee, composed of staff 
members of the neighborhood’s social 
agencies. This was charged with inter- 
preting the agencies’ services to the relo- 
cation staff and with referring to the ap- 
propriate agencies families found by relo- 
cation staff to be in need of help. 

These committees were staffed by a 
social worker provided by the United 
Community Services, who had to spend 
considerable time—as did staff of the 
Elizabeth Peabody House—in gaining 
the confidence of the indigenous’ leaders 
in the interpretation committee and in 
helping them function as committee 
members. 

The work of an interpretation commit- 
tee could be the key to a successful re- 
location program. The effectiveness of 
the West End interpretation committee 
in what it undertook only emphasizes in 
retrospect how little it was used in rela- 
tion to its potential. Clearly, the com- 
mittee should have been established very 
much earlier and should have included, 
as well as leaders of church groups, local 
business leaders, politicians, and repre- 
sentatives of the various social agencies. 

The case committee helped to bring 
about the establishment of the position 
of a caseworker on the relocation staff to 
be paid for by the Federal Government; 
but unfortunately, it was impossible to 
fill this position in the West End until 
most families had been relocated. 


SETTLEMENT HOUSE PROGRAM 


During the relocation period the neigh- 
boerhood council provided a meeting 
ground for arranging cessation of the 
agencies’ services in the area. The vari- 
ous agencies were thereby aware of what 
services were to be terminated and when. 
The Elizabeth Peabody House’s program 
in the last year was largely determined 
by an effort to offer services that no oth- 
er agency was offering. Some of its serv- 
ices and those of other agencies were 
transferred to agencies on the outside 
fringe of the redevelopment area to ease 
the effects of the West End agencies’ 
departure for families who, although liv- 
ing outside the area, had been served by 
West End agencies for many years. 
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Dept. OA-260 
Detreit 27, Michigan 


The program of the Elizabeth Peabody 
House in this period actually evolved as 
new needs and mistakes became evident. 
Moving in the West End from a 10-story 
to a smaller building, we were forced to 
reduce our services to the neighborhood 
to include only activities that might help 
the families in meeting their relocation 
problems. While a sociologist advised us 
to spend all our time trying to follow 
our 1,000 members and help them as- 
similate into their new community life, 
we felt that we must also continue to 
provide service to families who had not 
yet moved. Since we had neither the 
funds nor the staff to do both, we per- 
suaded the State Youth Service Board to 


assign a community worker to the House 
to help teenagers as they moved to new 
communities to find and participate in 
whatever constructive activities the new 
neighborhood had to offer. 


FLEXIBLE SERVICE 

Our West End program necessarily 
had to be flexible. Through trial and er- 
ror we learned that the remaining teen- 
agers most needed a place to congregate 
as their familiar meeting places were 
torn down and some preparation for new 
experiences. Therefore we continued to 
offer them friendship clubs and increased 
the number of teenage lounges (infor- 
mal, supervised social evenings) to two a 
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all nasal and paranasal 


membranes 


systemically” 


for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 


* in allergic reactions of the 
upper respiratory tract 


Pharmacologically balanced formula 
Triaminic*® is safer and more 
effective than topical medication 


* transported systemically to 
all respiratory membranes 

* provides longer-lasting relief 

* presents no problem of 
rebound congestion 

* avoids “nose drop addiction” 


Relief is prompt and prolonged because 
of this special timed-release action: 


first— the outer layer 
dissolves within 
minutes to produce 

3 to 4 hours of relief 


then— the core 
disintegrates to give 3 to 
4 more hours of relief 


Each Triaminic timed-release Tablet provides: 


Phenylpropanol 50 mg. 


Dosage: 1 tablet in the morning, midafternoon and at 
bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
ally sufficient. 


Each timed-release Triaminic Juvelet® provides: % the 
formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Each tsp. (5 ml.) of Triaminic Syrup provides: % the 
formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
Adults — 1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 
dren 1 to 6 — ¥% tsp.; Children under 1 — % tsp. 

1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 


2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957- 
3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


the leading oral nasal decongestant... 
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rlamMinic 
timed-release tablets and juvelets 
also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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week. Joint programs with other agencies 
and the transfer of some groups, such as 
Scouts, to nearby out-of-neighborhood 
agencies helped ease the burden. 

We found that leadership of teenage 
groups during the demolition period 
needed to be both consistent and of the 
highest caliber. Leaders were sought out 
who through acceptance, understanding, 
interest, and helpfulness had established 
positive relationships with teenagers un- 
der normal conditions. They encouraged 
the teenagers to plan programs that 
might aid in their transition to new 
neighborhoods, such as trips to youth- 
serving agencies, visits to members no 
longer living in the neighborhood, joint 
social activities with members of other 
agencies, and increased use of communi- 
ty resources accessible to members of the 
larger community. 

To our surprise we found that the 
best service we could give to some teen- 
agers was to separate them gradually 
from our service, for our programs were 
drawing back to the West End teenagers 
who had already moved out but who 
were finding it difficult to assimilate in 
their new neighborhood. For these and 
others we kept on display a large map 
of Greater Boston on which were pin- 
pointed the Red Feather youth agencies 
and recreation centers of the Catholic 
Youth Organization as well as the new 
locations of former Peabody House 
members. In some instances we tried to 
interest school officials and pertinent 
agencies in areas of resettlement in for- 
mer West Enders whose continued pres- 
ence and disturbing behavior in the West 
End seemed to point to poor adjustment 
to their new neighborhoods. 

We were also surprised to find that 
the women still in the neighborhood did 
not want to come to meetings to discuss 
their relocation problems. What they did 
want, and therefore what we offered 
them, was an opportunity to drop in for 
an informal evening of crafts and a cup 
of coffee. In this relaxed atmosphere 
they would often bring up their prob- 
lems, thus enabling our staff to keep in 
touch with the neighborhood situation 
and to identify areas where help might 
be offered. 

We also invited parents to meetings 
with a United Community Services in- 
formation staff member to let them know 
of resources in new communities. We 
held reunions inviting remaining West 
Enders to meet with old neighbors who 
had made successful moves, and took 
groups to housing projects and to com- 
munities to which old neighbors had 
moved. 

For the younger children we provided 
group activities such as games, arts and 
crafts, or dramatics, to give them some 
sense of security as the buildings were 
torn down around them and their par- 
ents became more distracted. 

Our detached workers helped many 
families and the relocation office in times 
of particular crisis. This sometimes meant 
acting only as a referral and information 
center, but often it meant helping a fam- 
ily move at the time when their building 
was slated for immediate destruction. 
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Our workers did not relocate the fam- 
ilies, in such instances, but helped to 
identify their problems and to interpret 
these to the relocation staff. At the same 
time we helped the family members face 
the fact that it was impossible for them 
to continue to live as in the past and 
tried to make them see that the reloca- 
tion staff was there to assist them with 
their problems of moving. 


LESSONS LEARNED 


Other agencies serving the neighbor- 
hood also worked closely with the reloca- 
tion staff and in many instances re- 
vamped their programs to meet the spe- 
cial needs of the relocation period. Fam- 
ilies receiving public assistance under the 
Aid to Dependent Children program 


were relocated early as it was not a 
suitable neighborhood for children. Rep- 
resentatives of the family health program 
at Massachusetts General Hospital and 
of the Visiting Nurse Association pointed 
out their patients’ special housing needs 
to the relocation staff. The Girl Scouts 
and Boy Scouts referred members who 
were moving to troops in the new neigh- 
borhoods. The Campfire Girls continued 
their West End day camp and opened it 
to’ West End girls who were not mem- 
bers. The State placed three recreation 
workers in its park at the edge of the 
neighborhood, since there was no play 
area for children in the disappearing 
neighborhood. Child protective agencies 
provided service in cases of child neglect 
uncovered during this period. 
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for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients 
with inflammatory (non-traumatic ) neuritis if treatment 

with Protamide is started promptly after onset. 

Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 

For example, in a 4-year study’ and a 26-month study” 

a combined total of 374 neuritis patients treated with Protamide 
during the first week of symptoms responded as follows: 


60% required only 1 or 2 daily injections for 


complete relief 


96% experienced excellent or good results with 5 or 


less injections 


Thus, the neuritis patient’s first visit—especially an early one— 

affords the opportunity to speed his personal “R Day.” f 
\ 


Protamide is available at pharmacies and supply 
houses in boxes of ten 1.3 cc. ampuls. 
Intramuscularly only, one ampul daily. 
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2. Smith, Richard T.: New York Med. 8:16, 1952 


Detroit 11, Michigan 


Considering the lack of experience of 
almost everyone concerned with the relo- 
cation of families in the West End, as 
well as the newness of urban renewal 
nationally, we feel that generally per- 
formance in the West End was of an ex- 
tremely high caliber. Despite this it is 
obvious to us now that there are areas 
of activity that could have been im- 
proved. 

First, we believe that almost every 
kind of assistance rendered West End 
residents would have been more effective 
had it been initiated earlier and been 
more comprehensive. Probably the 
strongest obstacle to providing such help 
was time. Too often a problem—either 
an individual or a general one—was 


identified either after damage had been 
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done or after the point had passed at 
which there was time to solve it. 

Since a door-to-door initial survey is 
made of an area by the redevelopment 
authority some months before landtaking, 
many problem families could probably 
be identified at that time by the addition 
of some questions designed for this pur- 
pose. This would permit the agencies 
concerned to plan an effective program 
in advance of landtaking. 

Secondly, interpretation of redevelop- 
ment cannot be too thorough if the kind 
of environment is to be created that will 
permit effective assistance. The support 
of a community’s indigenous leaders is 
vital. 

Thirdly, attempts must be made to 
bridge the gap between those that can 


give assistance and the following two 
groups of residents: 

1. Families who have had no contact 
with the agencies, who are unfamiliar 
with the assistance that is available, and 
whose problems are brought to the sur- 
face by relocation. This group can prob- 
ably be very effectively helped by a case- 


- worker on the relocation staff. 


2. The chronic-problem families whom 
many agencies assume they have neither 
the money nor the staff to serve. Urban 
renewal offers a chance to make valuable 
research contributions to both a specific 
community situation and a general prob- 
lem presently challenging the whole field 
of social work. 

Next, much more can and should be 
done to aid in the assimilation of relo- 
cated families into their new environ- 
ments. 

Lastly, the West End experience has 
demonstrated how important it is for the 
social agencies in an area to be rede- 
veloped to attempt in advance to project 
the needs of the community during relo- 
cation and plan their programs in ac- 
cordance with these needs, even, if nec- 
essary, at the expense of their previous 
patterns of service. Since such projec- 
tions are not easy, flexibility in program- 
ing will be necessary to achieve greatest 
service to the neighborhood. 

In summary, the West End experience 
indicates that three kinds of assistance 
must be provided to residents of a rede- 
velopment area: (1) help in accepting 
the inevitability of their move; (2) in- 
formation and aid in actually getting 
themselves moved to a suitable new com- 
munity; (3) help in making an adjust- 
ment to their new location. Obviously, 
the relationship between the Government 
relocation office and the community's 
agencies and institutions in providing 
this assistance will depend on the num- 
ber and character of the agencies and 
institutions directly concerned with the 
redevelopment area. The job to be done 
remains the same, however, and what- 
ever resources the community has must 
be organized to give this help. 


II. A Demonstration 
of Services 


James G. Banks 

Chief, Project Management Division, 
District of Columbia 

Redevelopment Land Agency 


The impact of urban renewal upon the 
social processes within our cities is slow- 
ly gaining attention. The displacement 
of families from their old neighborhoods 
has brought to the fore social problems 
which have made many communities 
realize that the provision of decent hous- 
ing does not alone remedy the social and 
physical conditions we call slums. 

In Washington, D.C., a demonstration 


ject is being conducted which. will 
focus the city’s attention upon the serv- 
ices which must accompany decent, safe, 
and sanitary housing if the elimination of 
slums is to be lastingly effective. 

Washington began its urban renewal 
program with the displacement of 1,300 
families from a 100-acre site known as 
Project Area B, just south of the Capitol. 
The families—predominantly Negro— 
had an average annual income of less 
than $2,000 and lived in the worst hous- 
ing in the city. Seventy-five percent of 
the dwellings were without inside run- 
ning water, more than 50 percent were 
without gas and electricity, and more 
than 75 per cent were considered dilapi- 
dated according to the appraisal tech- 
nique of the American Public Health 
Association. The area had a high inci- 
dence of crime and health problems. 

The District of Columbia Redevelop- 
ment Land Agency’s relocation staff was 
located within this area to assist families 
in finding decent, safe, and sanitary 
dwellings. The redevelopment agency 
recogni from the beginning that in 
the course of relocating families social 
and health problems would arise which 
would require solution if relocation were 
to be effective. To meet this need, the 
agency called together representatives of 
most of the city’s social and health agen- 
cies to form an advisory committee. The 
committee was helpful in advising on 
specific types of problems such as meth- 
ods of referral for service, and individual 
agencies were most cooperative in assist- 
ing some families. However, though the 
relocation of all the families from this 
area was satisfactorily accomplished, the 
social welfare needs of all of them were 
obviously not met. Moreover, it became 
clear that unless the community's wel- 
fare agencies fully recognized their re- 
sponsibility in the total redevelopment 
program and unless there was some re- 
alignment of social services, many ad- 
— of urban renewal would be nul- 


Upon completion of the relocation of 
the families from Project Area B, the 
Washington Urban League assembled a 
group of interested agency representa- 
tives to study reasons for the lack of 
coordination and the frequent lack of co- 
operation among the city’s social and 
health agencies. After participating in 
this study for nearly a year, the rede- 
velopment agency proposed a special 
project to demonstrate procedures and 
methods which might be used to coordi- 
nate social and health services to meet 
the individual needs of the thousands of 
families scheduled to be displaced from 
their homes. 

The redevelopment agency secured the 
assistance of the staff of the Health and 
Welfare Council of the National Capital 
Area in developing a comprehensive plan 
to obtain the cooperation of all of the 
city’s social and health services to help 
the displaced families. 

This proposal was submitted by the re- 
development agency to the demonstration 
branch of the Urban Renewal Adminis- 
tration of the Housing and Home Fi- 
nance Agency, with a request for dem- 
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onstration funds available through the 
Housing Act of 1954. The Urban Re- 
newal Administration approved the ap- 
plication and authorized a budget of 
$248,830, of which $165,796 is being 
made available by the Administration 
and $83,034 from local resources in the 
form of services provided by social and 
health agencies and cash from a founda- 
tion. As a result a demonstration is now 
being carried on in the Southwest Urban 
Renewal Project C, conducted: by the 
Health and Welfare Council of the Na- 
tional Capital Area under contract with 
the redevelopment agency. 

The basic aims of this demonstration 
project are: 

1. To develop educational and com- 
munity organization methods to assist 


families in (a) making wise housing 
choices and (b) adjusting to their new 
neighborhoods. 

2. To demonstrate the kinds of social 
and health services which must be pro- 
vided in order to reduce the likelihood 
that slum habits among displaced fam- 
ilies will continue in new and better 
neighborhoods. 

The staff recruited by the health and 
welfare council to conduct the demon- 
stration consists of the following: direc- 
tor, casework supervisor, three casework- 
ers, two community organization workers, 
statistician, administrative assistant, re- 
ceptionist-typist, and two stenographers. 

The project includes three types of ac- 
tivities: community education; commu- 
nity organizations; and services, 
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. which antacid? Rorer’s Maalox. Excellent resulis, 
no constipation plus a pleasant taste that patients like.” 


MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 


gel offered in bottles of 12 fluidounces. 


TaBLet Maa.tox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 
TaBLet MaA.ox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 


fuls), Bottles of 50 and 250. 
Samples on request. 


H. Rorer, Inc., Philadelphia 44, Pennsylvania 


While considerable interplay takes place 
among them, each has its special empha- 
sis and goals. 

The program began with a compre- 
hensive survey of all families within the 
preject area, data from which were used 
in establishing approaches for offering 
services to families. Special attention 
was given to the social and personal 
problems of the residents and to the 
types of services they were receiving. 
The survey revealed that while most 
families had some understanding of what 
urban renewal was about, few seemed to 
relate the overall purpose of the program 
to their own plight. Many had so inter- 
twined fact with rumor that they were 
thoroughly confused. 
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COMMUNITY EDUCATION 


In the summer of 1958 a series of 
small meeting of area residents began 
with the purpose of bringing simple yet 
complete explanations of each phase of 
the urban renewal program to the fam- 
ilies. These orientation meetings provide 
individual counsel to families in planning 
their moves and offer an opportunity for 
free discussion of personal problems and 
attitudes connected with the program. 
Each meeting is restricted to not more 
than 30 persons. After informal presen- 
tation of information by personnel from 
appropriate city agencies, the residents 
form smaller discussion groups from 
which come questions which are frankly 
answered for the entire group. 


Special efforts are made to assure par. 
ticipation in the educational program by 
residents from all parts of the project 
area, representing all strata of the popu- 
lation. The names and addresses of all 
participating residents are carefully re. 
corded and mapped. Recruitment is ac. 
complished by use of flyers, personal 
interviews, and referrals from organiza- 
tions within the area such as churches, 
parent-teacher associations, the two set- 
tlement houses remaining in the area, 
and a health center operated by the 
District of Columbia Department of Pub- 
lic Health. A third settlement house 
closed soon after the redevelopment pro- 
gram began. 

Out of the orientation discussions grew 
an awareness of the need for special dis- 
cussion groups concerned with the spe- 
cific problems of different members of 
a family. Thus the home buyers’ group, 
the mothers’ group, and the teenagers’ 
group were formed. 


Each of the groups has held regular 
meetings to discuss their participants’ 
particular problems related to urban re- 
newal. For instance, the teenagers’ group 
has had discussions of personal hygiene, 
while the mothers’ group has been con- 
cerned with learning about the mechan- 
ics of school transfer and the like. 


HOME CARE DEMONSTRATIONS 


The orientation discussions also fo- 
cused attention on the obvious need for 
special programs to help families unfa- 
miliar with basic housekeeping and 
home planning methods. With the co- 
operation of the adult education division 
of the District of Columbia public 
schools, a special education program for 
displacees, called the Home and Family 
Living Series, was inaugurated last Janu- 
ary. The first series has offered courses 
in family clothing, personal and family 
health, family foods, and do-it-yourself 
methods. 


In these courses a reporting form is 
furnished instructors, who make recom- 
mendations and weekly notations of the 
participants’ reactions and suggestions. 
Each course is geared to the needs of 
families of limited income. The do-it- 
yourself course helps the residents to 
make or restore home furnishings and 
equipment. The family food course em- 
phasizes the best use of surplus foods 
and low-cost groceries. Registration for 
all courses has consistently increased 
since the beginning. 


COMMUNITY ORGANIZATION 

An integral part of the community or- 
ganization service is the program for 
the neighborhoods to which large num- 
bers of displacees move. For example, 
the project has placed community or- 
ganizers in two public housing develop- 
ments to be responsible for developing 
and encouraging programs in the sur- 
rounding community and ‘to help the 
newcomers become acquainted with and 
adjust to their new neighborhoods. A 
similar program is under way in a 
neighborhood of private homes. 

The efforts of the community organi- 
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zation workers are directed toward the 
involvement of existing neighborhood 
agencies so that when the project is com- 
pleted the programs will continue. They 
familiarize themselves with existing pro- 
grams and organizations in the commu- 
nities, and through personal interviews 
or printed matter encourage new resi- 
dents to participate. Leaders of indige- 
nous neighborhood groups are encour- 
aged to reach out to the new residents 
to help them feel a part of the com- 
munity. 

Numerous public and private agencies 
are participating in this neighborhood 
work, including the city recreation de- 
partment, civic associations, the Saint 
Vincent De Paul Society, the Salvation 
Amny, and settlement. houses. For ex- 
ample, one civic organization, which at 
first strongly objected to the construction 
of a public housing development in its 
neighborhood, after the new housing was 
occupied helped the project worker to 
secure additional recreational and other 
needed services for the neighborhood. 

The community organizers in public 
housing developments work closely with 
the housing managers and have the use 
of apartments in the developments for 
demonstrating good housekeeping tech- 
niques. Most of the furnishings, includ- 
ing some of the furniture for the demon- 
stration apartments, have been made by 
displacees working in the Home and 
Family Living Series. Other furnishings 
have been lent by the Saint Vincent De 
Paul Society, the Goodwill Industries, 
and the Salvation Army. A sewing ma- 
chine company has lent machines for 
use in sewing classes. 


HEALTH EDUCATION 


Because some residents of the project 
area seemed to be misinformed or hesi- 
tant about the use of the health facilities 
of the city and the neighborhood, a 
portion of the local contribution toward 
the project’s budget is the full-time serv- 
ice of a public health nurse of the Dis- 
trict of Columbia Department of Public 
Health. Working under the supervision 
of the project director, she instructs 
residents in how to use the city’s health 
services, and assists them in making ap- 
pointments. 

The nurse also gives instructions in 
prenatal care, nutrition, accident preven- 
tion, sex hygiene for adults, care of the 
sick in the home, and babysitting. She 
leads small groups of not more than 12 
persons, demonstrating how to take care 
of infants and bedridden patients. In 
one class a mother of 10 children, who 
after giving an awkward demonstration 
of how she bathed her baby, said that 
she had never been taught the basic 
essentials of child care. A similar lack 
of elementary child care techniques 
among many of the families in the area 
is accompanied by an eagerness to learn, 
which has been a constant source of en- 
couragement to the staff. 

A special class in babysitting tech- 
niques has been introduced to help 
youngsters who care for their younger 
brothers and sisters during their parents’ 
absence from home and for those who 
wish to make extra money caring for 
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their neighbors’ children. Recruitment 
for this course, made through school 
principals and publicity flyers, was ex- 
tremely successful. 


CASEWORK SERVICE 


One of the major phases of the project 
is its casework service to a selected group 
of demonstration families. Acting mainly 
as a catalyst in the easework area, the 
project’s caseworkers devote most of their 
efforts to thorough investigations of fami- 
lies’ needs, aggressive efforts to get 
families to seek help with their problems 
from the appropriate community agen- 
cies, and coordination of casework plan- 
ning for individual families. Counseling 
is offered by the project staff where ap- 


propriate services are not available from 
existing agencies. 

In one instance caseworkers ies the 
public welfare agency's. child welfare di- 
vision and public assistance division: and 
from a local hospital were invited to 
meet with the project’s caseworker super- 
visor and a representative of the redevel- 
opment agency to discuss the situation 
of a family including eight children 
whose parents were regarded as mentally 
retarded. Five of the children had been 
removed to an institution for the men- 
tally retarded, the family had ne steady 
income, and the redevelopment agency 
had not been able to help the family 
plan its move. As a result of the con- 
ference, arrangements were made to re- 
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MORE EFFICIENT 
BETTER TOLERATED 
QUINIDINE 
THERAPY"? 
IN CARDIAC 


ARRHYTHMIAS 


b.2.d. dosage 


Safer and more efficent because there is no let-down in plasma levels where arrhyth- 
mias tend to recur. Better tolerated because quinidine gluconate is ten times as 
soluble as quinidine sulfate—and so is easier on the g.i. tract. Quinaglute Dura-Tab 
S.M. every 12 hours maintains uniform, effective plasma levels around the clock. 


A quinidine of choice in atrial fibrillation, flutter, 
premature contractions, auricular tachycardia. 


QUINAGLUTE 


DURA-TAB S.M. 


exclusive oral Sustained Medication* 
Quinidine Gluconate (5 gr.) 


Included among the project’s case. 
workers, and counted as a part of the 
local contribution toward the budget, 
are two caseworkers from the public as. 
sistance division of the District of’ Co. 
lumbia Department of Public Welfare. 
These workers are supervised within the 
project, and their work is geared to the 
project program. 


EVALUATION 


The evaluation goals and methods 
were built into the program from the 
beginning. Two social research special- 
ists, one statistician, and a social research 
firm were employed to map out a pro- 
gram that would test the efficacy of the 
community organization, education, and 
casework efforts. 

Names and addresses of all partici- 
pants in the various aspects of the dem- 
onstration are recorded to enable the 
personnel to see that persons from all 
sections of the project are included, and 
to permit cross-references between the 
three phases of the demonstration. Ex- 
pressed attitudes of participants in com- 
munity organization and education pro- 
grams are also carefully recorded to 
permit evaluation of their growth and 
change. A nonparticipating observer, in- 
vited to each meeting, renders a written 
report of his impressions of the meetings’ 
contents and the participants’ responses. 

In order to determine the effectiveness 
of the coordinated approach to case- 
work, a group of 200 families, called 
demonstration families, representing a 
cross section of area residents, was se- 
lected to receive the special services. 
Another group of 200 families with simi- 
lar characteristics was selected as the 
control group. Each group includes ap- 
proximately 485 children. Families fall- 
ing within the control group receive no 
assistance from the demonstration staff. 


DOSAGE: for conversion of auricular fibrillation to If such families request help they are 
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also available: 
INJECTABLE QUINAGLUTE 10 cc. Multiple Dose 
Vials, 0.08 Gm. Quinidine Gluconate per cc. 


*U. S. Patent 2895881 


evaluate the mental condition of the 
parents and the children. The reevalua- 
tion showed the mother’s intelligence as 
almost normal and the father as capable 
of unskilled, supervised employment. The 
child welfare division investigated the 
possibility of returning some of the 
children to the family and providing con- 
tinued casework help. The father was 
helped to obtain a job as a carwasher, 
and the public assistance division sup- 
plemented this income. Through these 
combined efforts, the parents were 
helped to achieve more confidence in 
themselves, and this was reflected in 
improvement of the quality of their child 
care. Plans are now being made to place 
the family in a public housing devel- 
opment, and to return some of their 
absent children to them. 
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The casework services are begun while 
the families are still living in the re- 
development area. When the families 
move away, the caseworkers continue 
coordinative and counseling services in 
the new location. The plan of the case- 
work service is to provide a minimum of 
6 months of service to the families in 
their new homes if continued service is 
necessary. 

There is constant interplay between 
the community organization, education, 
and casework services. Caseworkers re- 
fer persons exhibiting need for special 
training or group activities to the com- 
munity organization ad education work- 
ers, who involve them in appropriate 
training or group activities. The workers 
consult one another regularly on the 
families’ progress. 


needs and conditions of all area families. 
A final survey especially designed to 
measure social movement among fami- 
lies will be carried out when the demon- 
stration services are concluded. Com- 
parison of changes occurring within the 
demonstration families and those in the 
control group will be made to determine 
the effectiveness of the coordinated case- 
work approach. The changes to be noted 
will include changes in children’s school 
progress, regularity of parents’ employ- 
ment, participation in civic activities, 
and frequency of contacts with law en- 
forcement agencies. 

This project is prompted by the reso- 
lute belief that the talents of slum dwell- 
ers and their potential contributions to 
the community can be realized only 
through coordinated efforts of all of the 
city’s resources. It has been designed 
to encourage among the people it serves 
the development of more self-esteem 
a willingness to venture out to accept 
the opportunities and responsibilities in 
their new homes and neighborhoods. 


1. Public Law 560, 83d Cong., August 2, 
1954 (Ch. 649, 68 Stat. 590). 
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Children like Tylenol—and parents are reassured when they see 
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2 dosage forms: 
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Constant values 


in American society* 


Seymour M. Lipset, Professor of ene 4 
University of California, Berkeley 


It seems to me that in many areas of 
American society there has been less 
change over the past century than many 
people believe. 


Reprinted from Children, Nov.-Dec. 1959. 


Condensed from a paper presented at the 1959 
forum of the National Conference on Social 
Welfare. 
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I do not mean to imply that our so- 
ciety is basically static. Clearly, there 
have been great changes—industrializa- 
tion, bureaucratization, and urbanization 
—which have profoundly affected other 
aspects of the social structure. There 
have been changes in work habits, lei- 
sure, personality, and family patterns. 
But concentration on the ebvious social 
change in a society that has spanned a 
continent in a century and moved from 
a predominantly rural to a metropolitan 
culture tends to obscure what has been 
relatively constant and unchanging. 

Two basic values, equalitarianism and 
achievement, are dominant in American 
culture, and they are now as they have 


been in the past expressed in various 
institutional structures. Though they 
have certain contradictory features, 
neither seems to be weakening. The 
value equalitarianism still largely deter- 
mines the nature of our status system; 
and, in spite of dire predictions that the 
growth of large corporations has meant 
a decline of upward mobility and a con- 
sequent fall in achievement motivation, 
American society is still characterized by 
a high level of actual achievement in the 
population as a whole. 


EQUALITARIANISM 


The feature of American life which 
most impressed the foreign travelers in 
the 19th century was the way in which 
Americans behaved toward each other. 
A summary of the writings of hundreds 
of British travelers in America before the 
Civil War reports: 


Most prominent of the many impressions that 
Britons took back with ye = 1836 
and 1860] was the aggressive egalitarianism of 
the people.? 


Frances Trollope, visiting in America 
in 1830, complained about the “coarse 
familiarity, untempered by any shadow 
of respect, which is assumed by the 
grossest and the lowest in their inter- 
course with the highest and most re- 
fined.” 

In 1837 Harriet Martineau, a sympa- 
thizer with republican institutions, found 
the same phenomenon but evaluated it 
quite 1ifferently: 


Nothing in American civilization struck me 
so forcibly and so pleasureably as the invaria- 
ble respect paid to man, as man.® 


Similar observations were made by the 
two best-known foreign commentators on 
19th century society, Alexis de Tocque- 
ville* and James Bryce.’ 

What impressed the typically upper 
class European travelers in the past has 
also deeply affected the high status Euro- 
peans who have come to America in re- 
cent years. One observer has commented: 


With his deep sense of class and status, in- 
tegration in American society is not easy for 
the émigré. . I et several young Croatian 
deslassed.* 

An eminent sociologist at one of the 
leading universities in the Communist 
world when asked at a private gathering 
what in America most surprised him as 
compared with his expectations replied 
without hesitation: “Equality. There just 
is no country in Europe, Communist or 
capitalist, in which men treat social in- 
feriors with as much respect, and in 
which inferiors show as little fear of 
those higher than themselves.” 

The strength of equalitarianism may 
be seen in the internal structure of many 
other institutions such as the family and 
the school. For example, reports of pre- 
Civil War British travelers were almost 
unanimous in commenting on unique 
patterns of the American family in terms 
which read like contemporary analyses: 


eles area who were earn- 
a year, but still felt 


The ind and 
aa e lependence for the British 
visitor. Children ripened . But such 
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parents] do not lay aside their democratic prin- 
ciples in this relation, more than in others. 


pescoclly, some visitors feared, was too often 
achiev 
ey watch and guard: they remove stumbling- 


at the loss of p: control. Combe 
claimed that discipline was lacking in the , c 
home, and children did as they pleased... . blocks: they manifest approbation and disap- 
The child was too early his own master, agreed probation: they express wishes, but at the same 
Mrs. Maury. No sooner could he sit at a table _ time, e wishes of their - se e 
than he chose his own food; no sooner speak they leave as much as possible to na’ retri- 
than he argued with his parents. Bad as this bution: they impose no opinions and Lg 4 quar- 
might be, countered Thomson, American chil- with none: in short, they exercise the ten- 
dren were still far more affectionate and re- derest friendship without presuming upon it. 
ponte towards their parents than was true in .. . the children of America have the advan- 
ritish poor or middle-class families. Children tage of the best possible early discipline; that 
were not whipped here, but treated like ra- of activity and self-dependence.* 
tional beings. 


What struck Harriet Martineau as pro- 
gressive was interpreted differently by 
Anthony Trollope: 


Harriet Martineau’s report on child 
rearing in Andrew Jackson’s day also 
sounds contemporary: 


ished; 
ept in the background 
us.” 


Another Englishman’s description of 
New York schools in 1833 also has a con. 
temporary ring: 


The pupils are entirely ind id 
teacher. Ne i ent of 


enforcing instruction would meet with repre- 
hension from —— and perhaps retalia- 


This emphasis on equalitarianism as a 
dominant feature of American values and 
behavior, past and present, is seemingly 
contradicted by the widespread existence 
of status differences. The American 
value system has never denied existing 
differences in rank and authority. But 
as Alexis de Tocqueville and others not- 
ed, Americans believe that such differ- 
ences are accidental, not essential attri- 
butes of man, which it is not good taste 
to emphasize publicly. 


ACHIEVEMENT 


Achievement, as a dominant value, 
shown by Americans’ efforts to improve 
their lot in life and by the belief that the 
most able should be rewarded by high 
position, is also strongly rooted in 
American society. It may, in fact, be a 
necessary concomitant of the stress on 
equality. Thus Americans as compared 
to Europeans are more willing to ac- 
knowledge their lowly origins. This en- 
ables the man of humble birth to regard 
upward mobility as an attainable goal 
for himself or his children; while it has 
fostered in existing elites the persuasion 
(however mistaken) that their eminence 
is the result of individual effort. 

Though there does not seem to be 
more social mobility in the United States 
than in Western Europe, in America the 
modest social origins of men of promi- 
nence are given widespread publicity, 
while comparable backgrounds in Eu- 
rope are more likely to be conveniently 
forgotten. A recent study of social mo- 
bility in France reports that “it is pre- 
cisely among those who have experienced 
the greatest social mobility that reticence 
[in the interview] may be of the most 
significance.”” Similarly, British corpora- 
tion directors have been found to be less 
likely than American executives to report 
menial jobs in their career histories.” 

But even in a completely egalitarian 
society, only a few can reach the top of 
the ladder. What is more important for 
the average person are his experiences 
with and consequent perception of more 
modest opportunities for social mobility: 
the extent to which he sees sons of man- 
ual workers and poor farmers becoming 
teachers, government officials, engineers, 
clerks, and businessmen. 

The most constant source of social 
mobility throughout American history 
has been the recurrent waves of mass 
immigration which over the years brought 
the depressed strata of other lands to fill 
vacancies at the bottom of the social 
structure, thus enabling native-born 
Americans to rise. The early pre-Civil 
War foreign travelers in America were 
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struck with the fact that “it was left to 
the free Negro, the Irish immigrant, and 
to a lesser extent the Chinese ‘coolie’ (in 
California) to be the hewers of wood 
and the drawers of water.”* 

If the immigrants felt aggrieved with 
their position in the New World, their 
lot was materially better than it had 
been in Europe, so that they could think 
of their situation as an improvement 
even though they were at the bottom of 
the social ladder in this country.” 

If mass immigration has contributed to 
the existence of widespread social mo- 
bility and the perpetuation of the Ameri- 
can value system, then it may be asked 
why its ending after World War I did not 
reduce mobility, and give rise to a na- 
tive American working class which would 
have less faith in the “promise of Ameri- 
ca.” The answer probably lies in two 
factors: (1) the changing character of 
the occupational distribution, as more of 
the total labor force is employed in high- 
er paid and higher status white-collar, 
professional, and managerial positions; 
(2) the replacement of immigration 
from Europe with migration to the in- 
dustrial centers from “under-developed” 
parts of this continent—of Negroes, 
Puerto Ricans, Mexicans, French Cana- 
dians, and “poor whites” from the rural 
South. 

These ethnic groups, which comprise 
over 20 million people, earn a dispropor- 
tionately low share of the national in- 


come; they have little political power, 
and no social prestige. Many of them 
live in ethnic neighborhoods and have 
little social contact with native white 
Americans higher up on the social scale. 
The recent “flight” of middle-class whites 
from cities to suburbs is but a recent ex- 
ample of a longtime pattern of similar 
flights from areas of immigrant settle- 
ment. The only difference today is that 
color as well as ethnicity is involved. 

As in the past, there are now two 
working classes in America, an upper 
skilled level composed largely of native 
white Americans, and a lower less skilled 
one composed largely of Negroes, Mexi- 
cans, and Puerto Ricans. The social and 
economic cleavage between them di- 
minishes the chances for the develop- 
ment of solidarity along class lines. 

Despite the deprivations experienced 
by immigrants and minority groups, thus 
far each group entering the system has 
been able to move up. In late 19th cen- 
tury America there was a strong occupa- 
tional differentiation between Catholics 
and Protestants. Catholics were largely 
immigrants in manual occupations, while 
Protestants were mostly native born and 
thus in relatively high status jobs. But 
today Catholics whose families have 
been in this country for three generations 
show no difference in occupational struc- 
ture as a group than white Protestants of 
comparable background.” 

While the Negroes, Puerto Ricans, and 


Mexicans have a long way to go to 
achieve the status of descendants of 
European immigrants, there is evidence 
that they too are on the road upward 
economically as well as legally and so. 
cially. 


CONSEQUENCES OF NATIONAL 
WEALTH 


The emphases on equality and achieve- 
ment in the American value system have 
been perpetuated by our increasing na- 
tional wealth. 

Through industrialization and advanc- 
ing technology America in the latter part 
of the 19th century became the wealthi- 
est country in the world, a position it 
has never relinquished. Between 1869 
and 1953, per capita income (standard- 
ized to 1929 prices) rose from $215 to 
$1,043." As the size of the national in- 
come has increased the distribution of 
consumers’ goods has tended to become 
more equitable. This in turn has con- 
siderable effects on patterns of class re- 
lations. 

Gideon Sjoberg has pointed out that 
with increasing national wealth has come 
a great gain in the income of manual 
workers relative to the incomes derived 
from many middle-class occupations. And 
he argues that with a rise in relative in- 
come status manual workers have 
achieved a rise in social status as well. 
The status difference between skilled 
manual workers and at least the lower 
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sections of the middle class has become 
less well defined, since manual workers 
like middle-class people have been able 
to purchase goods which confer prestige 
on the purchaser—clothing, cars, homes, 
and television sets.“ 

Such improvements in income and 
style of life undoubtedly help to pre- 
serve the belief in equality of opportuni- 
ty. A manual worker who can buy his 
own house, or a new car, will feel that 
he has moved up in the world even 
though he has not changed his occupa- 
tional position. 

To some Europeans, different classes 
mean distinct ways of life with little 
overlapping of the goods they own or 
can afford to purchase, even though in 
many European countries rates of indi- 
vidual mobility across class lines may be 
quite high. The greater the inequities, 
the more the upper classes have the need 
for a rationalization of their claim to 
privilege. In part, this need becomes 
resolved by a value system which de- 
fines the lower classes as congenitally in- 
ferior and worthless. 

In America, by contrast, the mildness 
of differences in distribution of consum- 
ers’ goods enables the wealthy and poor 
alike to see differences among the classes 
as relatively unimportant, reflecting dif- 
ferences in rewards for greater ability or 
luck, and encourages many to feel that 
they can improve their lot. 


EFFECTS OF MASS EDUCATION 


The strong and continuing interest of 
Americans in equality of opportunity is 
perhaps nowhere as vividly expressed as 
in the constant pressures to expand edu- 
cational opportunities. Since the winning 
of the fight for free public schools be- 
fore the Civil War, there has been a 
steady growth in school attendance at 
primary, secondary, college, and adult 
levels. By 1954 more than half of all 
high school graduates continued their 
education. Today about 1 in 4 of those 
in the college age group (18 to 21) are 
attending college, compared to 1 in 25 
in 1900.” 

Today college teachers are not only 
the fastest growing major profession, but 
now far outnumber lawyers, physicians, 
dentists, clergymen, and military offi- 
cers.” These data belie the contention 
that Americans are not willing to pay for 
education. In fact, the percentage in- 
crease of expenditures on education by 
American consumers in the period from 
1935 to 1948 was far higher than the 
percentage change in all other categories 
of consumer expenditure.” 

In providing opportunities for educa- 
tion America far outranks every country 
in the world. This means that a large 
proportion of our young people have the 
formal prerequisites to achieve the high- 
est positions in society. Over 30 percent 
of college students in the United States 
are the sons of manual workers.” 

The gradual equalization of education- 
al opportunities in America has reduced 
the previously marked discrepancy be- 
tween the educational attainments of 
manual and nonmanual workers, T. 
high school graduation has practi 
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become the working-class norm. 

Mass education has also had effects on 
the quality of education. The notion is 
common today that the strictness of past 
educational methods resulted in a su- 
perior output. But present-day students 
do as well or better than past generations 
on comparable examinations in the same 
subjects even though the schools have 
been serving increasing proportions of 
students from lower cultural backgrounds 
and of less intellectual aptitude.” 

Mass education has also resulted in 
raising the level of taste and culture 


among the population. Recent years have 
brought an extraordinary rise in the sales 
of classical records, a growth of “serious” 
radio stations, a shift in paperback book 
sales from “lowbrow” to “highbrow” lit- 
terature, and the emergence of more than 
100 literary magazines, 1,100 community 
symphony orchestras, and much greater 
numbers of little theater groups. 
Sociological and public opinion re- 
search indicate that education is also a 
liberalizing force which may be bringing 
about increasing national consensus on 
questions of public policy, since in- 


: 
| 
| 
: : 
& 
C., 
an 
‘ 
| 


an effective 
salutensive agent 


scluretic and antihypertensive 


For a salutary lowering of 


As an antihypertensive: 

“a distinct advantage in the manifestations of 
hypertension”? 

...@ superior foundation drug (hydroflumethiazide) 
for an antihypertensive regimen . . . often the only drug 
required for effective therapy.*:? 

...in other cases, enhances the antihypertensive effects 
of concurrently administered tranquilizers and gang- 
lionic blockers (usually permitting smaller dosage) .':?* 


... helps to restore “dry weight” while lowering blood 


pressure.! 


As a saluretic: 


“a marked advancement in the field of diuretic 


therapy”* 


de ‘Bristol’ 


... prompt sodium excretion,’ with “a duration of at 

least 18 hours” on a single 50-mg. tablet.* 

.--less potassium and bicarbonate excretion or pH 

change than with chlorothiazide or hydrochlorothiaz- 

... Well “repetitively effective.”*7 
INDICATIONS: Hypertension and hypertensive cardiovascular disease: 
Saluron induces a gradual but sustained decrease in abnormally elevated 
blood pressure—both systolic and diastolic. It has no significant effect on 
normal blood pressure. Saluron may be used successfully in conjunction 
with other antihypertensive agents. 
Edema: associated with cardiac or renal insufficiency, hepatic cirrhosis, 
pregnancy, premenstrual syndrome, or steroid administration. 
DOSAGE: Usually 1 tablet daily. Full information in package insert. 


SUPPLY: Scored 50-mg. tablets; bottles of 50. Syrup, containing 50 mg. 
per 5-ml. teaspoonful; bottles of 8 fi. oz.” : 


BRISTOL LABORATORIES, SYRACUSE, N. Y. 
vision of Bristol-Myers Co. 


high blood pressure 


creased education is highly correlated 
with support for equal rights for ethnic 
minorities and civil liberties for dissident 
political views.” 
CHANGE IN FAMILY PATTERNS 

The theory that our society’s dominant 
values continue to be equality and 
achievement are supported by certain 
patterns and trends in family life: the 
relative weakness of parental authority; 
child-centeredness (reflecting the orien- 
tation toward future achievement); a 
decline in the “double standard” of sex- 
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ual behavior; the growth of equality in 
husband-wife relations; the ever increas- 
ing proportion of married women who 
work. However, some recent changes in 
family behavior do not seem to confirm 
rg assumption, at least within the fam- 
ily. 

Perhaps the most surprising change is 
the rise in the birth rate. Demographic 
experts had expected in the later postwar 
years a continuation of the longterm de- 
cline in the birth rate which has been 
characteristic of all developed industrial 
societies. The crude birth rate had 


jumped from a low of 16.6 per 1,000 in 
1933 to 25.8 in 1947, reflecting the de- 
ferred “demand” of the war years.” But 
instead of dropping sharply from this 
high figure as was anticipated, birth 
rates have continued to run at about 25.0 
during the past decade.” 

The earlier decline in the birth rate 
had been explained in part by the thesis 
that since the intimate obligations of 
family relations hold people back in oc- 
cupational success, there will be a strong 
tendency in an achievement oriented so- 
ciety to restrict the family to the smallest 
possible unit consistent with the per- 
formance of the major function of pro- 
ducing and the young." The 
“baby boom” of the fifties does not fit 
into this thesis. Perhaps, the earlier pat- 
tern of restricted family size involved 
serious strains which induced a reversal 
of the trend, for a solidary family group 
provides the social intimacy and psychic 
security needed for personal stability. 
Moreover, increasing wealth and’ the fact 
that movement up industry’s bureau- 
cratic ladder does not require the ac- 
cumulation of personal savings have les- 
sened the conflict between occupational 
and family requirements in middle-class 
families. 

Demographically speaking, the recent 
increase in fertility has been produced 
by a number of factors: Americans are 
getting married at younger ages,” more 
people are marrying at some time in 
their lives; the number of families hav- 
ing three and four children has in- 
creased. 

Birth rates have increased more among 
the better educated groups than among 
manual workers. While the lower status 
groups are still producing more children 
than the middle classes, higher status in- 
dividuals are contributing a much larger 
share of today’s offspring than they did 
in the past. A study made during the 
depression found that among families 
who deliberately planned for each child 
a large family size was correlated di- 
rectly with higher income, occupational 
status, and education.™ 

The trend toward a more familistic 
culture in the United States is also re- 
flected in the stabilization of divorce 
rates. In 1900 there were 4 divorces for 
every 1,000 married women over 15. Al- 
though by 1946 this rate had climbed to 
17.8, there has been a steady decline in 
the divorce rate since the peak reached 
at the end of the war. This had fallen to 
9.2 in 1957, still the highest for any 
major country in the world but almost 
down to prewar levels.” 


BY-PRODUCTS 


Many problems in American life which 
are the source of considerable anxiety 
and controversy may actually be con- 
comitants of an egalitarian and achieve- 
ment orientation. For example, the same 
patterns of status distinction which some 
people regard today as evidence of the 
decline of equalitarianism were reported 
by various foreign travelers in the 19th 
century, Some of these observers regard- 
ed Americans as more status conscious 
than Europeans and suggested that this 


A-I71 


| 
> 
: 
AL 
4 
er 
ies. 4 
= 
Red. Med. 172:438, 
i| 
q 
ed 
| 
al 
| 


Dont forget 

your contribution 

te STUDENT LOANS 
and RESEARCH 


Give today 


The Osteopathic Foundation 
212 East Ohio Street, Chicago (1, Illinois 


for tomorrow's health 


was the result of a lack of a well-defined 
deference structure in which there is no 
question about social rankings. 

The great concern with family back- 
ground (which generation made the 
money?) that observers from Harriet 
Martineau to Lloyd Warner have shown 
to be characteristic of parts of American 
society may be a reaction to the feelings 
of uncertainty about social position en- 
gendered in a society whose basic values 
deny anyone the legitimate right to claim 
higher status by birth than his neighbor. 

The problem of conformity which so 
troubles many Americans today has also 
been noted as a major aspect of Ameri- 
can culture by observers from Alexis de 
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Tocqueville to David Riesman. Such 
analysts have repeatedly stressed the ex- 
tent to which Americans are sensitive to 
the judgments of others. Never secure 
in their own status, they are concerned 
with “public opinion” in a way that 
aristocrats do not have to be. Harriet 
Martineau almost seems to be paraphras- 
ing Riesman’s own description of today’s 
“other-directed” man™ in her picture of 
the early 19th-century American: 
Americans may travel over the world, and 
find no society but their own which will submit 
{as much] to the restraint al caution, 


and reference to the opinions others. . . 
of society determines in silence 


what avow only in the family circle . . . and 
k almost uni- 


versally that faith in principles which inspires 
a free expression of at any time, and 
under all circumstances.’ 


In a situation of “status anarchy,” 
when people are encouraged to struggle 
upward, but in which there are no clear- 
ly defined reference points to mark their 
arrival and where their success in achiev- 
ing status is determined by the good 
opinion of others, this kind of caution 
and intense study of other people’s opin- 
ions is natural. 

A society which emphasizes achieve- 
ment and which resists status claims 
based solely on ancestry must necessarily 
be a society in which men are sensitively 
oriented toward others. And precisely as 
we become more equalitarian, as more 
people are able to take part in the status 
race within the large industrial bureau- 
cracies of the impersonal metropolises, so 
we become more American in the Toc- 
quevillian sense. 

The same point may be made in re- 
gard to much of the discussion about the 
negative consequences of mass culture. 
Increased access by the mass of the pop- 
ulation to the culture market necessarily 
means a leveling of cultural taste as com- 
pared with a time or a country in which 
only the well-to-do and the well-educat- 
ed have access to the creators of culture. 
The “Americanization” of European cul- 
ture, which disturbs so many European 
intellectuals, may reflect not the power 
of American dollars but rather the 
Americanization of the class structure of 
Europe. 

Many in this country who believe in 
equalitarianism would also like to secure 
some of the attributes of an elitist so- 
ciety. Today perhaps we need to remem- 
ber the maxim that you cannot have 
your cake and eat it too. You cannot 
have special public schools for the elite 
in a society which stresses equality; you 
cannot produce for a cultural elite with- 
out regard to public opinion and mass 
taste in a society which emphasizes the 
value of popular judgment; you cannot 
have a low divorce rate and an end to 
differentiation in the roles of the sexes; 
you cannot expect to have secure adoles- 
cents in a culture which offers no defini- 
tive path from adolescence to adulthood. 

But we are not necessarily in a vicious 
circle. In fact, there is considerable evi- 
dence to suggest that higher education, 
greater economic security, and higher 
standards of living result in strengthen- 
ing the level of culture and democratic 
freedom. The market for good books, 
good paintings, and good music is at a 
high point in American history. There is 
evidence that tolerance for ethnic minori- 
ties is also at a high point. More people 
are receiving a good education in Ameri- 
ca today than ever before. Many people, 
to be sure, buy good paintings, records, 
books, or well-designed furniture in order 
to “keep up with the Joneses,” but this 
means that their children will grow up 
in homes in which good taste is part of 
the environment. 

I would like to emphasize again what 
most of the foreign travelers to 19th- 
century America took for granted: that 
this country has been the most radical 
Nation on earth in terms of social rela- 


tionships. American cultural radicalism 
consists of breaking down the barriers 
of class, of inherited background, and 
opening the doors of real culture to the 
‘entire population. 

I do not predict a coming egalitarian 
and cultural utopia. Some of our values 
will always turn out to be incompatible. 
As we cope with various problems, we 
create others. But problems and conflict 
and even despair are the lifeblood of 
democracy. 
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Can man control 


his numbers?* 
Sir Charles Galton Darwin 


INTRODUCTION 


When I was honoured by the invitation 
to make a contribution to this sympo- 
sium I was embarrassed by the fact that 
all the other contributors were profes- 
sional experts in the various subjects 
associated with evolutionary theory, 
whereas my own claims could at best 
be classed as those of an amateur. I 
have therefore chosen a subject where 
perhaps I can get on closer terms with 
the rest, because forecasting on incom- 
plete data is related to statistical theory, 
a subject of some of my earlier studies. 
°A background paper written for the Darwin 


Centennial Celebration held at the University 
of Chicago November 24-28, 1959. 
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Most of the contributions to the sym- 
posium are concerned with the way our 
knowledge has expanded during the past 
century, and it seemed it would not be 
uninteresting to attempt an estimate of 
the probable state of the world at the 
times when there might be celebrations 
of the second and later centenaries of 
1859. Interesting contributions to the 
subject of man’s future have been given 
by Huxley and Muller, and I certainly 
cannot aspire to making criticisms of 
their work. My own aim has been to 
deal with a far shorter range of time 
than they do, though I shall permit my- 
self a few comments on the remoter fu- 
ture too. 


COUGH? 
CONGESTION? 


Rynatan 


EXPECTORANT 


THE PRESENT NUMBERS 


It can be taken as established by the 
demographers that our present world 
population of more than two and a half 
billion will almost surely have become 
at least five billion by the end of the 
twentieth century. No famines or pesti- 
lences on any reasonably probable scale 
can affect this, and war of the old type 
would also be quite unimportant. Even 
an atomic war would be hardly likely to 
make a great difference by its direct ef- 
fects, but it must be recognised that 
there would very probably be a break- 
down of world economics, with conse- 
quent killing of many more—perhaps 
even half the world—by famine. How- 
ever, I do not propose to pay consider- 
ation to atomic wars because of the 
present great uncertainties about them. 

According to expert agricultural opin- 
ion it should be possible to feed these 
five billion. It may call for the enforce- 
ment of better farming methods in many 
places, and also for great outlay on irri- 
gation schemes. Also it may require what 
may be called the charitable transfer 
of food from parts of the world where 
there has been overproduction to other 
parts suffering from shortage. According 
to the experts it should be possible in 
this way to raise food production to 
double the present quantities, and so to 
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feed the doubled population. This of 
course is not as happy a result as might 
appear at first sight, because we have 
to remember that even now half the 
world is under-nourished. 


The world then seems to be capable 
of dealing with the problems of the 
next fifty years without taking any very 
radically new kind of action, but what 
will happen then? Why should not the 
population tend to double again in the 
following fifty years up to ten billion, 
and this would certainly strain the re- 
sources of the finite area of our Earth. 
We have got onto the Malthusian spiral 
of geometrical increase, and we must ask 
whether anything can be done to prevent 
our relapse into the hard conditions of 
most ancient periods of history when 
the escape from the spiral was through 
recurrent famine, pestilence and mas- 
sacre. 


It will be seen that quite a new fea- 
ture has now entered into our outlook 
on human life. In the old days popula- 
tion used to fluctuate about roughly 
constant numbers, being held there by 
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Natural Selection. In judging whether 
some past epoch had been a good or a 
bad one, it was quite reasonable to make 
the estimate by merely counting heads 
—a g epoch would be one when 
numbers were increasing, a bad when 
they were diminishing. But now we are 
free from the ruthless action of Natural 
Selection, and we are faced with the 
prospect that increase will be a bad 
thing, because it may lead to a disas- 
trous lowering of world conditions. We 
are being forced to make a revolutionary 
change in our standards of value, and in 
view of the conservatism of the human 
mind, there may well be difficulties in 


persuading a majority of human beings 
of the necessity of this revolution. 


THE NEW HEREDITY 

In his contribution Huxley has pro- 
pounded the view that the way of the 
world has been radically changed 
through the emergence of man’s mind. 
He claims that there can be no further 
really important biological evolution of 
the old kind among animals. In particu- 
lar there is no possibility of any animal 
emerging as superior to ourselves, for 
the reason that we should see the threat 
and exterminate the animal before things 
had gone too far. Indeed it does seem 
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likely that the most extreme evolution 
that will occur among animals in the 
future will not be among wild animals 
but among domesticated ones, where 
man’s control, from generation to gen- 
eration in changing their forms, can oper- 
ate much more quickly and continuously 
than ever would Natural Selection. 
Huxley then goes on to claim, I think 
rightly, that for the future a new kind 
of evolution will emerge which he calls 
psycho-social. Man will evolve less 
through his genetic nature, than because 
he has the capacity of sharing his knowl- 
edge with his fellows so that the proc- 
esses of human life are controlled in a 
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manner radically different from anything 
that has gone before. The human race 
has indeed discovered how to make cer- 
tain types of acquired character heritable 
through the processes of education and 
mutual instruction and this is a tremen- 
dous revolution. 

In his interesting contribution Muller 
follows up the same subject, and exam- 
ines its genetic consequences in some 
detail. He emphasizes the formidable 
difficulties with which we shall be faced 
on account of the recurring development 
of deleterious mutations. Indeed if his 
subject is thought of as a proposition in 
general and not merely in human biol- 


ogy, it is hardly an exaggeration to say 
that the Mendelian laws of heredity abso- 
lutely require a very severe form of 
Natural Selection for their successful 
operation. Only so will the perpetually . 
recurring deleterious mutations be elimi- 
nated, so that opportunity will be given 
for the much rarer beneficent ones to 
come into play. He takes it for granted 
that we need to have a world from which 
ruthless natural selection is eliminated, 
and he shows how, by close attention to 
genetic principles—many of them already 
very nearly within our reach—we might 
hope to keep within bounds the evil 
effects of mutation. 

We may all agree with these views of 
Huxley and Muller, subject to the condi- 
tion that man really does succeed in free- 
ing himself permanently from Natural 
Selection in the old sense of the term. 
Man can now aspire to the complete 
mastery of nature, but subject to the one 
condition that he can master himself. I 
shall later discuss in more detail the pros- 
pects for this mastery, but here I will 
only point out the extreme urgency of the 
matter, for unless the problems are all 
solved within half a dozen generations, 
population pressure is likely to be so 
great, that there will be a return to the 
old conditions of the struggle for life. 
The evolution may still be mainly of the 
psycho-social type, but it will have none 
of the pleasing rather utopian qualities 
which we might have hoped for. 


NATURE AND NURTURE 

It is appropriate to examine the new 
type of heredity that has emerged more 
closely. I use the cliché of this title in 
the sense that Nature is meant to cover 
the purely genetic qualities of our race, 
while Nurture applies to the qualities we 
derive from education and social contact. 
The term culture is sometimes used for 
this purpose, but it tends to have an 
emotional significance which I want to 
avoid. 

To judge from the study of fossilized 
brain-cases there is no clear indication 
that mankind has grown in intelligence 
since the evolution of Homo sapiens. His 
Nature has made little further contribu- 
tion to his status in the world, and yet 
this has been fantastically altered as 
judged by the standard of his numbers. 
Leaving aside such things as the inven- 
tion of tools and of fire (which preceded 
the emergence of Homo sapiens) his first 
great increase derived from the invention 
of agriculture ten thousand years ago, 
and this gradually increased his numbers 
by a factor of perhaps five or ten. Five 
thousand years ago he invented civiliza- 
tion, which again gave an increase on a 
similar scale. But these two multiplica- 
tions have been entirely put in the shade 
by the increases of the past two centuries 
due to the Scientific Revolution, for dur- 
ing this short space he has multiplied 
his numbers a further five times, and 
these increases are still continuing at an 
even greater rate. Considered merely by 
the standard of numbers, Nurture has 
proved itself immensely more important 
than Nature. 

In spite of these quite overwhelming 
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results from Nurture, I must confess that 
I believe that in the long run Nature is 
more important. Thus Nurture has con- 
tributed these three great inventions, but 
when we consider the lesser details of its 
effects they show an instability that is 
disappointing. Each of us undoubtedly 
owes most of our conduct and of our 
creeds to education, but in many im- 
portant matters we tend to hold quite 
different opinions from those of even the 
preceding generation, and this hardly 
seems to accord with any obvious law 
of heredity. In the present changing con- 
ditions of the world, with the rapidly 
increasing fields of knowledge, the de- 
parture from the views of our fathers 
may not be surprising, but the weakness 


of Nurture heredity is not limited to this 
phase of our experience, as may be illus- 
trated by an example taken from past 
history. 

There can be no doubt that one of the 
most important things inculcated by Nur- 
ture has been religion, and therefore one 
might hope it would be one of the most 
durable. Now though it may be argued 
that the Christian doctrines have endured 
for nineteen centuries, there can be no 
doubt that the enthusiasms associated 
with those doctrines have changed every 
few centuries. These enthusiasms were 
the things for which men were ready to 
die, and there seems no uniform thread 
running through them at all. Thus the 
important things for the Reformation 
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were quite different from those for the 
Crusades, and these again were quite 
different from the curious doctrinal her- 
esy-hunting campaigns of five centuries 
before. 

This example seems to suggest that 
the new kind of heredity working on 
Nurture has none of the permanence of 
the Mendelian type working on Nature, 
In spite of the immense importance that 
most people attach to religion, it seems 
that its enthusiasms only endure for less 
than say five centuries. The heredity 
of Nurture thus seems rather to resemble 
the cruder old idea that each generation 
will tend to revert half way back towards 
the normal, so that in say ten or fifteen 
generations its effects will have become 
negligible. 

In studies of history generalization is 
notoriously dangerous, because history 
never really repeats ‘itself, but it would 
surely be interesting for historians to at- 
tempt to examine this intensely important 
subject in the hope that there might 
emerge something like principles of he- 
redity in the evolution of opinion and 
conduct. But if I am at all correct in 
the example I have taken, the conclusion 
is that there is little of permanence in 
Nurture heredity, always excepting the 
three great examples of agriculture, civi- 
lization and science which I have cited 
and the possibility that one day some 
genius may make a new invention of 
similar importance. 

Anyone wanting to press a new good 
cause on his fellows is always in danger 
of thinking that, if only he could per- 
suade the world, everything would be- 
come perfect, but this must not blind us 
to the fact that Homo sapiens, like any 
other animal species, is likely to main- 
tain the general characteristics of his 
hereditary Nature nearly unchanged for 
something like a million years. Thus a 
certain fraction of mankind—and not a 
very small one—tends to turn to crime, 
and it is to be doubted if the proportion 
varies very much. It may be true that 
in times of high prosperity there is less 
of what may be called the hungry man’s 
crime, from the simple fact that no one 
is hungry. But there is much crime that 
cannot be excused by this stimulus, and 
it is to be doubted if this other type 
has become any rarer. Are not bank- 
robberies and fraud and crimes of vio- 
lence just as common as they ever were? 
Is it not likely that there will be crimi- 
nals who continue to disgrace the brave 
new world we are all hoping for, and 
that they will not respond to the benevo- 
lent treatment planned for their conver- 
sion? 

I certainly do not aspire to make any 
definite judgment in this matter of the 
general rivalry between Nature and Nur- 
ture, but I have been attempting to set 


forth the case that, contrary to the hopes . 


of many people, man’s Nature will con- 
tinue to dominate the world. 


BIRTH CONTROL 
When any species of higher animal 
succeeds in maintaining its numbers in 
the next generation it does so mainly by 
the possession of three instincts, the in- 
stinct of self-preservation, the sexual in- 
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stinct and the parental instinct. As to 
the first of these I need not speak. In 
regard to the other two there is consid- 
erable variation, in that some animals 
produce quite a large brood, of which 
few survive, while others may produce 
only three or four young in the course of 
their whole lives. Of course any animal 
must on the average produce at least 
more than two offspring if its numbers 
are to be maintained. 

Man is endowed with the same in- 
stincts, and I propose to continue calling 
them instincts even though the word 
may have acquired some more technical 
meaning in modern psychology. Indeed 
in some respects he has these instincts 
more strongly than have most animals. 
Thus most mammals and birds only be- 
come sexually inclined during part of the 
year, whereas man and the monkeys have 
no relaxation from the instinct all the 
year round, Again as to the parental in- 
stinct, it has of course a very different 
quality from the sexual in that it has to 
maintain its vigour so long as the young 
still need protection. With most animals 
this signifies a few months, but for man 
it means something like twenty years. 
Both sexual and parental instincts have 
been maintained by Natural Selection. 
Thus any one with a weak sexual instinct 
would be apt to beget few children, and 
again any parents who are not driven to 
care for their children by the affection 
which is the conscious working motive 
of the parental instinct, will lose a 


. greater fraction of them. Since we have 


to believe that instincts are heritable, it 
is evident that these qualities will be 
possessed by a population to any degree 
that may be required in order to ensure 
the maintenance of its numbers. 

Until a short time ago these two in- 
stincts sufficed to maintain human popu- 
lations, but the ingenuity of man has 
contrived to find and to exploit a gap in 
his equipment of instincts by the recent 
developments of birth-control. Thus the 
sexual instinct can be fully satisfied with- 
out paying the price that used to be in- 
evitable. Again the parental instinct in 
most people only seems to acquire its 
full force after the birth of the child, and 
it appears that it can be more or less 
satisfied by lavishing all the parental af- 
fection on even a single child. 

If I may be permitted so to put it, 
by the invention of contraception, the 
species Homo sapiens has discovered that 
he can become the new variety Homo 
contracipiens, and many take advantage 
of this to produce a much reduced frac- 
tion of the next generation. We have 
found out how to cheat nature. How- 
ever it would seem likely that in the very 
long run nature cannot be cheated, and 
it is easy to see the revenge it could 
take. Some people do have a wish for 
children before they are conceived, 
though for most of them it has not the 
strong compulsion of the two instincts. 
There will be a tendency for such people 
to have rather more children than the 


rest, and these children will tend to in- 
herit a similar wish and so again to have 
larger families than do others. In suc- 
ceeding generations there will be some 
who inherit the wish to an enhanced ex- 
tent, and these will contribute a still 
greater proportion of the population. 
Thus the direct wish for children is likely 
to become stronger in more and more of 
the race and in the end it could attain 
the quality of an instinct as strong as the 
other two. It may well be that it would 
take hundreds of generations for the pro- 
genitive instinct to develop in this way, 
but if it should do so, nature would have 
taken its revenge and the variety Homo 
contracipiens would become extinct and 
it would be replaced by the variety 
Homo progenetivus. 

All this of course will only happen if 
the practice of birth-control becomes so 
prevalent that through it population num- 
bers should actually tend to decrease. 


THE SHORT TERM 

In attempting a long term forecast 
much consideration would have to be 
given to the possible evolutionary 
changes in man, but for the short term, 
say one of five or six generations, this 
difficulty does not arise, because there is 
no time for heredity to make any modi- 
fications in human nature. Two centuries 
hence man can be taken to be practically 
identical in his nature with present day 


man. 
I have already alluded to the revolu- 


ANNOUNCING 
SCHERINGS 


MYOGESIC' 


4-228 


NEW 


CARISOPRODOL; 


*MYOGESIC 


muscle 
analgesic 


RELA 


a 


Sa 


-EASES MUS 
SPASM & PAIN 

SPRAINS, STRAINS, 
LOW BACK PAINS 


: 


for the 


UGHS WELLCOME & 


provide total therapy 


nasal decongestant - antihistaminic 
analgesic - antipyretic 


for symptomatic relief 


Dosage: Adults and older children: One or two 
tablets t.id. as required. Children 6 to 12 years 
of age: One tablet t.id. as required. : 
Supplied: Bottles of 100 and 1000. 

Each orange and yellow layered tablet contains: 
‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20m 
‘Perazil’® brand Chlorcyclizine Hydrochloride. 

Acetophenetidin 
Aspirin (Acetylsalicylic Acid) 


common 


TABLETS 


cannot hope that birth-control will make 
any really important contribution to the 
population problem, and we must fear 
that the increases will continue up to 
the point where Natural Selection wil] 
again play its ruthless part. 

However I shall assume that this js 
not so, and that soon we shall possess 
a really acceptable contraceptive pill, 
Even then however the problem will not 
have been solved, for large scale factories 
must be built to make the pill, and, more 
formidable still, there would be need of 
a vast educational campaign to instruct 
the whole world, which means dealing 
with everybody between the ages of 15 
and at least 45, a total of perhaps a bil- 
lion people all told. It would seem opti- 
mistic to expect that anything like this 
could be accomplished in under fifty 
years, and by that time the five billion 
of mankind will be already feeling the 


pressure of their numbers. 


THE ADMINISTRATION OF CONTROL 


There will remain the formidable prob- 
lem of administration, and the central 
difficulty in this is that the artificial con- 
trol of numbers would have a natural in- 
stability. Thus suppose that half the 
nations of the world succeeded in finding 
a way of limiting their numbers, while 
the other half refused to do so. In a few 
decades the limiters would be in a se- 
rious minority, and without going into 
the details of the matter, it is hard to 
believe that in the long run they could 
stand up against the vigour of the much 
more numerous non-limiters, trained as 
they would be in the hard battle for 
mere life. It is an open question whether 
the limiters would be conquered from 
above or from below, but a conquest 
from below by the boundless provision 
of cheap labour would be just as effective 
from the present point of view as the 
more usual type of conquest. 

It would seem inevitable from these 
considerations that in the struggle for 
life a refusal to limit numbers gives a 
positive advantage. This raises the im- 
portant point that even now the Roman 
Catholics forbid some of the proposed 
practices, and there are also many peo- 
ples where it is regarded as a proof of 
virility to produce a large number of 


tionary change that must affect our men- 
tality with the realization that increase in 
numbers is now likely to be an evil and 
not a good as it used to be in the past. 
In those days the judgment depended 
on the antithesis between life and death, 
but with the development of birth-con- 
trol the antithesis has fortunately been 
changed to one merely between life and 
non-life and this should be much more 
acceptable. There seems really no alter- 
native to the development of birth-con- 
trol as being the only humane way of 
avoiding the threatened evils. 
Birth-control is already a widely ac- 
cepted practice, but most of the various 
methods are expensive, laborious, and 
unattractive. For there to be any pros- 


A-178 


pect of its coming into world-wide use, 
something much better is an absolute 
requisite. This proyokes strongly the 
question whether nearly enough study is 
being given to the matter, as contrasted 
with all the immense and costly research 
that is being done on other medico-bio- 
logical problems, for example on cancer. 
However, the work that is being done 
shows promise, and though success in 
the research has not yet been achieved, 
it looks to be not far off. We may hope 
that in the course of a few years there 
will be something, perhaps a “pill,” 
which would be easy to use, easy to ob- 
tain, emotionally acceptable, and without 
undesirable collateral effects. If the at- 
tempt to achieve this should fail, we 


children. We must hope that both these 
difficulties may be overcome, but here is 
still the danger that new creeds of the 
same kind might arise in connection with 
such an intimate and emotional matter as 
family planning. Indeed it is hardly too 
much to say that a firm belief that con- 
traception was a sin would have a strong 
positive value in the struggle for life be- 
tween different communities. 

On the other hand it must be recog- 
nized that, if anything can be done, now 
is the time for it, largely because of what 
I have called the gap in our instincts, 
through which we can satisfy our sexual 
wishes and our parental affection while 
making only an incomplete replacement 
of our numbers. In consequence of this 
gap our emotions would not be much 
aroused by any limitations imposed on 
the numbers of our children. Thus there 
are already examples where it has proved 


easy to control numbers in one direction 
or the other through legislation. A few 
years ago France became anxious about 
its decreasing numbers, and by the pro- 
vision of children’s allowances in the 
taxation scheme the process was at once 
reversed. In the case of Japan the danger 
was the opposite, and their terrifying 
increases have been stopped at least to 
a large extent by the legalisation of abor- 
tion, under which something like a mil- 
lion operations a year have been per- 
formed without apparently causing dis- 
content. 

An interesting feature about control by 
legislation is that it would be easy to 
give it a eugenic direction. At the pres- 
ent time equalitarianism is so rampant in 
political thought that this would com- 
mend itself to few legislators, but there 
can be little doubt that if any country 
should carry out a eugenic policy for 
even a few generations, that country 
could dominate all its neighbours by the 
sheer increase in the ability of its people. 
Moreover it would not be difficult to do 
this. There is no need to give thought 
to the particular qualities that are de- 
sired, because the aim would not be to 
produce highly exceptional people, but 
merely to raise the average of intelli- 
gence, relying on the operation of chance 
to produce the exceptions from among 
this raised average. Thus people earning 
large salaries are likely to be rather abler 
than others, and much could be accom- 
plished by merely arranging the system 
of taxation so that these people should 
be induced to have more children than 
the rest. Such a policy would be quite 
contrary to all political thinking in demo- 
cratic countries at the present time, but 
there can be little doubt that the first 
country to embark on it, and to maintain 
it for a few generations, would reap a 
rich reward against its rivals. 

There is an opposite aspect to this 
matter, and it draws attention to a con- 
dition to which we have already been 
exposed for a good many years. It has 
been the educated, intelligent and pru- 
dent people who have hitherto practised 
birth-control most, and these must there- 
fore have been making a smaller contri- 
bution to the next generation than the 
contribution of the less prudent and the 
less intelligent. Any system of purely 
voluntary birth-control is all too likely 
to be adopted most frequently by such 
people, and so we are continually expos- 
ing ourselves to the danger of lowering 
the average of the intelligence of our 
nations. Even if no approval is given to a 
positive eugenic policy, it should be pos- 
sible for legislation to counteract this 
negative tendency. 


THE FORECAST 


In the light of these views I will at- 
tempt a forecast of the state of the world 
in the next century or two. I need hardly 
say that I realise that this is an over- 
ambitious task to undertake and I would 
emphasize that all forecasting only deals 
with probabilities. I am giving what I 
regard as the more probable things that 
will happen with no attempt at assigning 
any degree of certainty to them. 
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The central problem of the world, at 
any rate after the next fifty years, will 
be over-population. It will be mitigated 
to a considerable extent by increasing 
uses of birth-control, but there will be 


the problem. As an example, it is hardly 
possible that it should reduce the five 
billion of fifty years hence to four billion. 
Food production will be greatly in- 
creased to match these numbers, but 


under the hardening conditions of life. 
This has the consequence that a single 
world-government, so ardently hoped 


face if it could be created. One of its 
main tasks, perhaps the most important 
of all, would be the control of population 
numbers in the various regions of the 
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world. But government requires not 
merely benevolent good will; it must also 
be able to enforce its rule by sanctions. 
What would the government do if it dis- 
covered that in some region the popula- 
tion was intentionally being increased 
beyond the numbers apportioned to it? 
It would seem that the ultimate sanction 
would have to be to kill off the excess. 
It is likely that such an extreme step 
would ever be undertaken, but if it were 
not, the consequence would be that the 
world-government would have failed in 
its main purpose. 

In the light of this each country will 
tend to adopt its own policy about the 
control of numbers. It will in fact be 
an easier task than it would be to do 
this now, because one of the effects of 
the harder conditions of life will be to 
diminish individual personal liberty in 
favour of the state, and already it has 
been seen that much can be done about 
controlling numbers by legislation. 

In the far future the instability inher- 
ent in the control of numbers may have 
a dominating effect, but during the short 
period contemplated it will not have time 
to exert this effect. Thus some countries, 
probably those already most prosperous, 
will succeed in limiting their numbers, 
and so will be able to retain much of 
the present good life. Others will fail 
to do so, or perhaps either on principle 
or through the ambitions of power pol- 
itics they will refuse to attempt it. 


The world will thus be divided by the 
jealousy of the unprosperous directed 
against the prosperous. Under these con- 
ditions it is hard to believe that wars can 
be avoided, but it is to be hoped that they 
will be small wars of the old type, and 
not the major atomic wars which are so 
much in our minds at present. For a 
time at all events the superior equipment 
and culture of the countries with limited 
population should suffice to defend them 
against their more numerous opponents. 

In the over-populated countries many 
of the characteristics of our civilization 
will survive, but they will be chiefly the 
superficialities because life will be too 
hard to permit the peoples to go deeper. 
On the other hand in the countries that 
have succeeded in limiting their numbers 
progress will continue. New discoveries 
will be made which may tend to ease the 
life not only of these countries but of 
the whole world. Scientific knowledge 
will continue to advance. The torch of 
learning will still burn, and the great 
names of the past will still be honoured. 

I am very fully conscious that the 
views I have expressed run entirely 
counter to many of the optimistic hopes 
of the present age. I myself see little 
prospect of escape from the return to 
hard conditions of life, and much of my 
motive in setting my views down is the 
hope that they may be contradicted by 
others who have a deeper knowledge 
than I can claim of the laws of nature. 


Instructing nursing» 
home personnel 
in rehabilitation 

techniques* 


John A. Hackley+ 


In Illinois, as in most other States, com- 
plete and intensive rehabilitation services 
are limited to a few urban areas, notably 
Chicago and Peoria. Elsewhere in the 
State public and private nursing homes 
are expanding rapidly to care for chron- 
ically ill and disabled persons. Some of 
these persons at other times and under 
other circumstances would have been 
hospital patients. But hospital care for 
such patients is frequently inappropriate, 
My from Public Health Reports, Novem- 
+Mr. Hackley is coordinator of the rehabilita- 

tion education service of the Illinois Public Aid 

ion, Peoria. The project is sup 

of of Vocational 

and Welfare, the Forest Park Foundation 
og and the Illinois Public Aid 
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Cook County Hospital 


Recent advances in orthopedic surgery have resulted 
in a clearer concept of etiology, pathology, mechan- 
ics and metabolism; in stabilization of the problems, 
and in standardization of procedures. These new 
concepts are reflected throughout. ‘Almost encyclo- 
pedic in scope, this book is an excellent guide for 
general physicians and surgeons. 


Injuries, Diseases, Deformities, Disabilities. Dr. 
Lewin’s recognized ability to meet and solve every 
type of foot and ankle disorder is projected clearly 
into each page of this remarkable book. Present- 
day concepts of etiology, diagnosis and treatment 
are essential parts of every discussion. For the new 
4th edition the text has been revised throughout. 
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KOAGAMIN' 


parenteral hemostat 


“For Want of Timely Care, Millions 
Have Died of Medicable Wounds.” 
John Armstrong, Art of Preserving Health, Bk. iii. 


timely care in curbing bleeding of 
any origin + millions of doses 
administered without any unto- 
ward effects - most economical 
hemostatic for routine use—costs 
less per injection, requires fewer 
injections 

KOAGAMIN, an aqueous solution of 
oxalic and malonic acids for par- 
enteral use, is supplied in 10-cc. 


diaphragm-stoppered vials. 
CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY 


DISTRIBUTED IN CANADA V4 
BY AUSTIN LABORATORIES, LIMITED, 


SUELPH, ONTARIO 


unavailable, or economically prohibitive, 
or no agencies are available to help 
them obtain hospital care. 

In many sections of Illinois hospital 
care is not available in the patient’s 
community, and the local physician must 
rely upon the nursing home for inpatient 
care when care at home cannot be pro- 
vided. The shrinking size of private 
dwellings and the dwindling number of 
family members available to provide 
home care has further increased the use 
of commercial and county nursing homes 
for both private pay patients and re- 
cipients of public assistance. 

Likewise, there is frequent evidence of 
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the need for general hospitals to concern 
themselves more with measures to pre- 
vent the development of conditions 
which may require nursing home care 
after a hospital stay. 

The vocational rehabilitation of resi- 
dents of nursing homes presents several 
significant problems. For instance, in 
the average Illinois community there is 
often little knowledge or appreciation of 
the philosophy and techniques of re- 
habilitation and the vocational potentials 
that may emerge from physical rehabili- 
tation. Similarly, there is often little 
knowledge of the interests or services of 
the Federal Office of Vocational Reha- 


bilitation and its counterparts in many 
of the States. 

The Office of Vocational Rehabilita- 
tion, the Forest Park Foundation of Pe. 
oria, through the Peoria Institute of 
Physical Medicine and Rehabilitation, 
and the Illinois Public Aid Commission 
joined forces to conduct a 3-year re- 
search demonstration project, the reha- 
bilitation education service. Begun in 
February 1957, the project, the first of 
its kind in the United States, proposed 
to look for the answers to thez2 questions, 

e What are the rehabilitation needs 
among patients of a selected group of 
public and private nursing homes? 

e Can the existing staffs of these 
homes, in cooperation with local physi- 
cians and services in the local commu- 
nity, meet these needs if they receive 
adequate training in the philosophy and 
techniques of rehabilitation? 

e What kind of training can be devel- 
oped to provide staffs with a knowledge 
of rehabilitation techniques and to in- 
crease their appreciation of the philoso- 
phy of physical and vocational rehabili- 
tation? 

e What kinds of teaching materials 
can be developed that other agencies 
and schools can use to increase the com- 
petence of nursing home staffs to share 
in vocational and physical rehabilitation? 


FRAMEWORK OF THE PROJECT 


The Peoria Institute of Physical Medi- 
cine and Rehabilitation provides medical 
supervision for the project. A grant from 
the Forest Park Foundation enables the 
director of research and education of the 
institute to devote 1 day a week to such 
activities as visits to cooperating nursing 
homes, meetings with their staffs, direct 
medical supervision of the project staff, 
and, upon request, giving more detailed 
interpretation to the patients’ attending 
physicians. 

The project staff consists of four re- 
habilitation nursing consultants, two oc- 
cupational therapy consultants, and a su- 
pervisor. Two nursing consultants and an 
occupational therapy consultant, with one 
of the nurses as supervisor, form a train- 
ing team. 

Because the rehabilitation education 
service is a staff training program rather 
than a direct service to patients, the 
project’s particular combination of pro- 
fessional staff does not include a physi- 
cal therapist or a vocational counselor. 
The teaching of physical therapy is con- 
fined to aspects which the various pro- 
fessions involved have agreed can be 
legitimately carried out by nurses proper- 
ly trained and supervised in rehabilita- 
tion. Therefore, the teaching embraces 
such care as passive range of motion 
exercises and gait training which the 
nursing home personnel can carry out 
within the framework of a nursing home 
program. However, if intensive physical 
or other therapy for some patients seems 
indicated, homes are encouraged to em- 
ploy a physical therapist part time, or, 
at the request of the attending physi- 
cian, to obtain the services of a physical 
therapist who can treat a patient. 

Experience seems to indicate the need 
for a medical social worker on the proj- 
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ect staff in the near future. Most nursing 
homes are not prepared to provide pro- 
fessional casework services for patients 
or families, but certain techniques for 
interviewing and other intake procedures 
are not only useful but needed in many 
homes. Certainly, basic casework con- 
cepts are invaluable to nursing home 
personnel, particularly in patient ap- 
proach and motivation. However, it is 
our opinion that a patient who needs the 
integrated services of all the disciplines 
associated with rehabilitation should be 
in a rehabilitation center. 

During the first 4 months of the proj- 
ect the staff, under the supervision of 
the institute, designed the materials and 
procedures to be used in the nursing 
homes. Fieldwork began June 15, 1957, 
and we are now conducting the program 
in the 36th and 37th cooperating homes. 
The homes have ranged in size from 15 
to 243 beds. 

The applicant nursing home must meet 
certain criteria. The administrator or 
governing body of the home must volun- 
tarily request participation. The home 
must be currently licensed by the Illinois 
Department of Public Health. A full- 
time registered nurse or licensed practi- 
cal nurse must supervise nursing. The 
home must accept public assistance pa- 
tients and currently have such patients. 

Approximately 20 percent of the eligi- 
ble nursing homes in Illinois have ap- 
plied for the service. The applications 
on hand are somewhat fewer than the 
initial number, but the present backlog 
necessitates a waiting period of approxi- 
mately 6 months. 

After receiving an application from a 
nursing home, the coordinator of the 
project visits the home to meet the ad- 
ministrator and staff and to explain in 
detail the cortent and procedures of the 
rehabilitation education service. The 
project staff then discusses the applica- 
tion and informally consults the regula- 
tory agency to ascertain the home’s ad- 
ministrative attitudes, atmosphere, and 
history of patient care. If acceptance of 
the application seems indicated, the 
training team visits the home to work out 
the details of introducing the service. 


CONDUCTING TRAINING 


In conducting the training, a project 
team spends 4 days a week for 4 to 7 
weeks at the cooperating home. Mondays 
of each week are reserved for monthly 
followup visits to homes that have al- 
ready received the service. During the 
training period, daily 1-hour lectures are 
held for all persons on the staff who are 
in contact with patients. If necessary, 
the lecture is repeated so that the entire 
staff can attend. These lectures cover the 
following subjects: 


Philosophy of rehabilitation and rehabilitation 
nursing. 

Occupational therapy.” 

Patient approach and‘ motivation. 

Body alignment, bed positioning, deformities, 
and contractures. 

Body motion and exercise. 

Activities of daily living and training, including 
devices. 

Bladder and bowel control and training. 

Ambulation activities. 

Passive range of motion, group exercises. 
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a creamy-smooth, stable, uniform suspension of paregoric 
(equivalent), 1 dram + pectin, 2.5 gr. + kaolin (specially 
purified), 85 gr. per fluidounce. 


1 or 2 tablespoonfuls, t.i.d. 
1 or 2 teaspoonfuls, t.i.d. 
bottles of 4 and 8 fluidounces 


made by the makers of MAALOX® ... 


WILLIAM H. RORER, INC. 
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Personal hygiene, speech and hearing rehabili- 
tation. 

Recreational, functional, and group activities. 

Prevocational services. 

Physical environment. 

Social services. 

Community and volunteer programing and serv- 
ices. 

General nutrition. 

Role of the family in a patient’s rehabilitation. 

Resource material for the nursing home staff. 


Team members spend most of each 
day in demonstration, return demonstra- 
tion, and bedside work with individual 
members of the nursing home staff. We 
have found that nursing home personnel 
tend to be uncomfortable when dealing 
only with concepts, and that it is most 
effective to teach specific, concrete tech- 


niques and to let philosophical concepts 
of rehabilitation emerge as lecture mate- 
rial is put into practice. 

The length of the team’s stay depends 
largely upon the size of the nursing home 
and the number of persons to be trained. 
In practice, the training period has av- 
eraged approximately 6 weeks; the range 
has been from 4 to 8 weeks. 

One nursing home staff member, as- 
signed by the administrator, is trained by 
the occupational therapy consultant to 
be the activities director of the home. 
The activities director has primary re- 
sponsibility for planning and conducting 
recreational and diversional programs, 
recruiting, training, and supervising vol- 
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the pain. 
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NEW ...capsule shaped tablet 
with easy-to-swallow film coating 


EACH SPECIAL COATED TABLET CONTAINS: 


Salicylamide............. . 500 mg. 
Mephenesin............ .. 333 mg. 
Ascorbic Acid.......... ... 50mg. 


DOSAGE: 2 or more tablets q.i.d. after 
meals and at bedtime. 


SUPPLIED: Economical bottles of 100, 
500 and 1,000. 

FOR SPECIFIC ANALGESIC THERAPY 
prescribe THE SALIMEPH FAMILY 
Salimeph Forte ¢ Salimeph-C 
Salimeph/Prednisolone 
Salimeph-C/Codeine Phosphate 
Salimeph-C/Colchicine 


Write for samples and literature... 


unteers, and for promoting community- 
related activities. The activities he heads 
embrace all aspects of occupational ther- 
apy except prevocational testing and 
functional work. 

The project team presents a list of 
equipment for rehabilitation nursing and 
occupational therapy which the nursing 
home is supposed to provide. Patterns 
are included for items on the list which 
the home can make. The rehabilitation 
nursing equipment is limited to such aids 
as footboards, sandbags, and pulleys. 
Their total cost is approximately $7. The 
tools, equipment, and supplies requested 
for starting an occupational therapy pro- 
gram that includes 20 basic crafts and 
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innumerable recreational program mate- 
rials cost approximately $32. 

Adaptations for toilets and tubs, paral- 
lel bars, and similar equipment are not 
on the list of requested items. We prefer 
to demonstrate various substitutions or 
less expensive improvisations which will 
help the home realize the value or need 
for such equipment. If the home believes 
that various pieces of equipment will be 
useful, we then provide patterns so they 
can be constructed as inexpensively as 
possible. 

When the rehabilitation program has 
been operating for 1 year, the project 
team which conducted the initial train- 
ing and made the monthly followup visits 


returns to the home for a 2-day exhaus- 
tive evaluation. Several weeks in ad. 
vance, the administrator and staff are 
notified of the evaluation and of certain 
considerations to be discussed at staff 
meetings and during the evaluation. 

Afterwards, the team discusses with 
the administrator the program’s strengths 
and weaknesses. The team then remains 
in the home several days to give short- 
term intensive training to correct the 
weaknesses found during the evaluation, 

Experience seems to confirm that pro- 
viding training within the facility is 
most practical. The administrator and 
staff receive the same lectures and par- 
ticipate in the same discussions, thus im- 
proving communication between them. 
Clinical experience within their own in- 
stitutions permits the staff to adapt train- 
ing to the patients they routinely serve 
and to recognize and deal with problems 
and approaches in patient motivation. 

Inasmuch as rehabilitation services call 
for a marked change in the nurse’s atti- 
tude toward patient care and an appre- 
ciation of the importance of activities in 
the total treatment of the patient, during 
full-time association with the staff the 
teaching team can demonstrate how the 
philosophy of rehabilitation must per- 
meate every nursing activity extended to 
the patient. 

Also, this approach creates an excellent 
opportunity to interpret further to physi- 
cians the nature and scope of the nursing 
home’s services. Most patients in the co- 
operating homes have their own physi- 
cians, and we require the physician’s 
prescriptioin before a patient may par- 
ticipate in any phase of a rehabilitation 
program. Finally, in this setting the 
teaching staff can identify problems of 
patient care in the specific home and 
assist the administrator in working out 
a plan of care suitable for the individual 
patient in terms of staff capabilities. 


RESULTS 


We are frequently asked our goals for 
a nursing home patient. Since this it not 
a treatment program but a training pro- 
gram for nursing home staff, goals are 
for the staff rather than the patient. No 
one can delineate absolute goals for an 
individual patient; his potential and re- 
sponse to treatment, frequently unpre- 
dictable, govern his rehabilitation. 

In general, the patients’ responses to 
treatment have fallen into three general 
categories. Approximately 5 percent of 
the initial patients indicated adequate 
potential to warrant a referral to the Illi- 
nois Division of Vocational Rehabilita- 
tion. However, this percentage is di- 
minishing. Response to rehabilitation 


measures has resulted in the discharge or _ 


the pending discharge from the nursing 
home of approximately 25 percent of the 
patients. Rehabilitation measures have 
brought increased self-care and inde- 
pendence within the nursing home to 
about 60 percent of the patients. The 
attending physicians of the remaining 10 
percent did not prescribe participation 
in rehabilitation activities. Most of these 
patients had severe cardiac disorders or 
terminal illnesses. 
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That’s one of the unusual things about Filmtab, Abbott’s anhydrous 
film coating process. The Filmtab coating is micro-thin — but it will 
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most sugar coatings. Yet, it will dissolve almost immediately in the 


body. It won’t chip or break. It seals in odors. It cuts the size of 


the tablet. 
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Magnesium (as oxide)............... 5 mg. 
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Dosage: One or two Filmtabs daily, as di- 
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with vitamin C.. . especially useful 
after illness or in pre- and post- 
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amine Suspension q.i.d. supPLYED: Mandelamine 


Hafgrams® (0.5 Gm, tablets); 0.25 
Gm. tablets; also pleasantly fla- oes 


vored Mandelamine Suspension 
mandelate per 5-cc. teaspoonful. 


containing 0.25 Gm. methenamine 
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New Enzyme-controlled 
antifungal therapy meet 
the growing challenge of 


Monilial Vaginitis 


IN PREGNANCY / IN DIABETES / AFTER ANTIBIOTIC THERAPY-Today, monilial 
vaginitis is estimated to be a problem in at least 33 per cent of pregnant women 
and about 10 per cent of nonpregnant females!—a rapidly increasing incidence 
attributed partly to the widespread use of antibiotics. 


“Vanay” Vaginal Cream broadens the scope of specific therapy: (1) ‘“‘Vanay” 
insures a continuous therapeutic fungistatic effect without danger of local reaction; 
(2) in addition, ‘“Vanay” restores and maintains a physiologic pH and normal 
vaginal flora—reducing risk of reinfection. 


Effective response: Treatment was notably effective in moniliasis, as confirmed 

_ by symptomatic relief and post-treatment smears, Assali reports.? Marked clinical 
improvement was also noted in 154 of 206 patients, and in some cases symptoms 
subsided within a week of therapy.3 


Other advantages: No monilial resistance demonstrated* / prolonged duration 
of activity* / nonsensitizing / nonirritating / nonstaining / odorless. 


BRAND OF TRIACETIN IN NONLIQUEFYING BASE 


Indications: specific in monilial 


UNIQUE ENZYME-CONTROLLED FUNGISTASIS WITHOUT IRRITATION** vaginitis.. -adjunctive in tricho- 
moniasis ... also valuable in non- 


- Esterase (present in serum and fungi) 
causes release of free fatty acid from 1 ees vaginitis a dt acid 

75 G) Triacetin “reservoir” . e restored and main- 
tained. 


Usual Dosage: 2to4grams daily. 

Supplied: No. 204-250 mg. Glyc- 

eryl triacetate per gram in a non- 

pH rises; elgerase activity again liquefying base. Combination 
increases; pigcess repestss package: oz. tube with 15 dis- 
ithin physi limits f posable applicators. 


ZONE OF 
CONTINUOUS ACTIVITY 


Esterase activity decreases and limits rate of release References: 1. Idson, B.: Drug & Cos- 
of free fatty acid which stops short of irritation level metic Industry 84:30 (Jan.) 1959. 

2. Assali, N. S.: Personal communica- 
Stee tion. 3. Combined results of 18 clinical 
investigators, Medical Records, Ayerst 
Laboratories. 4. Kubista, R. A., and 
Derse, P. H.: Antibiotics & Chemo- 
therapy, to be published. 5. Knight, 
S. G.: J. Invest. Dermat. 28 :363 
(May) 1957. 6. Knight, S. G.: Anti- 
biotics & Chemotherapy 7:172 
(Apr.) 1957. 


AYERST LABORATORIES — 
New York 16, N.Y. - Montreal, Canada =| 
5947 


Potent Applications Pending 


after the first dose of 


brand of phenylazo-diamino-pyridine HCl 


This is why Pyridium is so desirable for urologic 
patients with pain, burning, frequency or urgency. 
Pyridium brings fast comforting relief—usually 
within 30 minutes—because of its local analgesic 
effect. Since Pyridium is compatible with all anti- 
bacterials; it permits more flexible therapy. Thus, 
you can give the agent of your choice to control any 
underlying infection. And unlike fixed analgesic- 


PY-GPOt 


antibacterial combinations, Pyridium provides 
greater symptomatic relief in the recommended 
daily dose. This relief can be maintained for as long 


as necessary because Pyridium is ex- 
tremely well tolerated. AVERAGE DOSE: fae 


Adults—2 tablets t.id. Children (9 to 


12)—I tablet t.i.d. suppLiep: 0.1-Gm. 
tablets, bottles of 50, 500 and 1,000. 
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ANNOUNGING 
SCHERINGS 
NEW 


EASES STRAINS 
SPRAINS & LOW 
BACK PAINS...! 
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RELA—a new myogesic for better. 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic”! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“... Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 
safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes __, 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 
RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T!: To be published. H-227 
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relaxant 
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- IMAGINE STOPPING A GIANT PLANE 
TRAVELING AT 300 MILES AN HOUR, 
IN ITS OWN LENGTH 


NEW 
unique action of COLCA 
traps, 
“freezes,” 


immobilizes sperm 


@ within '/, second 
of contact 


m before traveling 
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These pictures demonstrate the potent spermicidal action of the 
IMMOLIN Vaginal Cream-Jel matrix as a viable sperm “freezes,” 
weakens and dies—within % second— before it has traveled 20 
microns. These photomicrographs, taken through a phase-contrast 
microscope and enlarged 600 times, are the first ever obtained of a 
single sperm. 

1. TRAPPED —This highly motile and viable sperm becomes nonrepro- 
ductive the instant it contacts the outer edge of the IMMOLIN 
Cream-Jel matrix. 

2. WEAKENED — Devitalized, and no longer motile, the sperm swerves 
from its line of travel and is pulled aside by the spreading matrix. 


3. KILLED and BURIED—Motion stops, whiplash ceases as the sperm 
succumbs to the matrix. The dead sperm is trapped deep in the 


impenetrable IMMOLIN matrix. 


for use without diaphragm 


VAGINAL CREAM-JEL matrix 


SIMPLICITY, EFFECTIVENESS, DEPENDABIL- 
ITY—IMMOLIN Cream-Jel offers effective con- 
ception control to patients who want security 
without use of a diaphragm. Esthetically ele- 
gant, IMMOLIN Cream-Jel acts swiftly, gently 
and with finality. On contact with the matrix, 
spermatozoa are trapped and killed. 


EXTENSIVE 28-MONTH CLINICAL STUDY 
DEMONSTRATES EXTREMELY LOW PREG- 
NANCY RATE —A rate of 2.01 per hundred 
woman-years of exposure is reported’ in 101 
fertile, married women relying exclusively on 
IMMOLIN Cream-Jel. There were no unplanned 
pregnancies among women using IMMOLIN 
Vaginal Cream-Jel for six months or longer. 
“This extremely low pregnancy rate indicates 
that Immolin cream-jel used without an occlu- 
sive device is an efficient and dependable 
contraceptive." 


COMBINES BEST FEATURES OF CREAM AND 
JELLY— Snowy white, odorless IMMOLIN 


JOURNAL A.O.A., VOL. 59, FEB. 1960 


Cream-Jel combines the soft, pleasant emollience 
of a cream with the smoothness of a jelly, yet mini- 
mizes overlubrication and leakage—increases “mo- 
tivation” to use faithfully. 


Supplied: #900 Pack- 
age—75 gram tube with 
improved measured 
dose applicator and at- 
tractive, zippered plas- 
tic case. 


#905 Package — 
75 gram tube only. 


1. Goldstein, L. Z.: Obst. & 
Gynec. 10:133 (Aug.) 1957. 
Active ingredients: Methoxy- 
polyoxyethyleneglycol 550 
laurate 5%, Nonylphenoxy- 
polyethoxyethanol 1%. 
IMMOLIN is a registered trade- 
mark of Julius Schmid, Inc. 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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Nursing homes which have had this 
training are being used for maintenance 
rehabilitation or the completion of re- 
habilitation of some patients, permitting 
their early transfer from the Institute of 
Physical Medicine and _ Rehabilitation. 
The improvement of some patients would 
allow their return to the community, but 
they are unable to because they lack fi- 
nancial resources, the family is unable to 
fulfill its role in the situation, or com- 
munity resources are inadequate. 

In assessing the training, we find that 
every moment spent in a home is a dem- 
onstration of our conviction of the need 
and efficacy of rehabilitation. Indirectly, 
we see a new motivation for the staff 
stemming from the improved morale and 
health of the patients and a new reason 
for both patients and staff to do more 
than was formerly considered not only 
enough, but actually was thought to be 
good care. 

Similarly, there emerges that almost 
inevitable change in attitude that goes 
hand in hand with the consciousness of 
improved technical skills, especially if 
the result is happier, healthier patients. 
This attitude is evident in comments 
from cooperating homes. None has ex- 
pressed disappointment with the con- 
duct of the training or the continuing 
program. However, on innumerable oc- 
casions staff members have said that it 
is a slow process for them to incorporate 


the philosophy of rehabilitation in all 
aspects of administration, planning, and 
care. 

Frequently, staff members are dis- 
couraged because only a small number 
of the present patients can benefit dra- 
matically from rehabilitation services. We 
endeavor to point out that if work is 
begun with a patient 5 to 10 years after 
the initial insult, there is rarely an op- 
portunity to see as graphic a demonstra- 
tion of the benefits of rehabilitation as 
with newly admitted patients. On month- 
ly followup visits the teams have found 
that nursing home personnel are most 
eager to demonstrate their work with 
newly admitted patients and the gains 
they have seen these patients make. 


EVALUATIONS 


Administrators and staff of the first 10 
homes in which the annual evaluations, 
described previously, were held indicated 
what they had gained from the project. 
Nursing staff members said they now 
know more about caring for patients, es- 
pecially the patient with hemiplegia, a 
fracture, or arthritis. They fe!t that their 
training has also improved the quality 
of the basic nursing care they give to 
patients. 

Administrators and staff members indi- 
cated that they are much more aware of 
patients’ needs for social activities and 
motivation, and that they appreciate 


more the role of occupational therapy in 
nursing care. They believed that their 
patients have gradually accepted the re- 
habilitation philosophy and have willing- 
ly accepted responsibility for increased 
self-care. 

The nursing home personnel appraised 
as the program’s two greatest benefits 
their own change in attitude toward 
goals for their patients and their ac- 
ceptance and understanding of the basic 
principles of rehabilitation. They con- 
cluded that programs such as the one 
established by the project were feasible 
for a nursing home of any size, but felt 
that the program’s intensity and scope 
depend upon individual attitudes of the 
administrator and the nursing personnel. 

The administrators of 18 cooperating 
homes assisted in an exhaustive evalua- 
tion of the training content and methods 
of operation of the rehabilitation educa- 
tion service. For this evaluation, the 
project staff interviewed orally the ad- 
ministrator, the nursing staff, and select- 
ed patients of the 18 homes. They were 
asked 35 questions covering all aspects 
of the rehabilitation program. 

Some generalizations regarding such 
training programs were drawn from their 
answers. 

e It is essential that the program be 
requested voluntarily and desired by the 
home if the training is to be effective 
and the program continued. 


INJECT AORTA WITH CONTRAST MEDIUM 
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Aspirin 


SUPPRETTES 


Anti-Nausea 


SUPPRETTES 


"B&O 


SUPPRETTES 


#16A 


Aquachloral 


SUPPRETTES 


Gentian Violet 


SUPPRETTES 


SUCCESSOR TO THE SUPPOSITORY 


WEBSTER 


REQUIRES NO REFRIGERATION 
MAXIMUM DRUG ABSORPTION 


Water Soluble | 
Nonirritant 


Ready Dispersal 
No Leakback 


our OOth 


ANNIVERSARY OF 
PHARMACEUTICAL MANUFACTURE 


Write for samples and literature. 


The William A. Webster Co. 


PHARMACEUTICAL MANUFACTURERS 
MEMPHIS 3, TENNESSEE 


@ NARCOTIC ORDER REQUIRED 


e The staff must have stable employ- 
ment, be highly motivated, and be expe- 
rienced in nursing service if maximum 
benefit is to be derived. 

e A training program can provide the 
staff with nothing more than specific tools 
and techniques to be used in medically 
prescribed rehabilitative care of patients. 

¢ Most problems for staff members 
were associated with nursing aspects of 
the program rather than occupational 
therapy or activities, possibly because in 
nursing, outmoded techniques and proce- 
dures which have become habitual must 
be unlearned, but occupational therapy 
is new to them and is not resisted be- 
cause of tradition or long-established 
practice. 

e Rehabilitation services can be built 
best upon the soundest basic nursing pos- 
sible. An institution with good adminis- 
trative procedures and personnel policies 
and acceptable intake policies and proce- 
dures is the most promising setting for 
such a program. 

e The cooperating homes considered 
the cost of such training and the main- 
tenance of the program reasonable. The 
greatest expense was the staff time de- 
voted to training sessions during the ini- 
tial phase of the program. Generally, 
the cost for equipment and basic pre- 
liminary supplies has averaged about $40 
per home. The homes have found vari- 
ous ways of absorbing the cost of mate- 
ials for continuing occupational therapy. 
Most frequently, they use income from 
salable items to purchase additional sup- 
plies, or philanthropic groups and service 
clubs in the community supplement the 
crafts budget with donations. 


PROBLEMS 


Those concerned with the services of 
nursing facilities and the rehabilitative 
care of older patients should remember 
that a program such as the rehabilitation 
education service can never solve all 
problems. There is no question in the 
minds of the project staff but that the 
scope, quality, and philosophy of service 
have been markedly changed in each 
nursing facility in which the program has 
been conducted. But staff education 
cannot be expected to meet such prob- 
lems as placement of patients in inap- 
propriate facilities, conflict between high 
standards of service and low rates of 
payment, lack of counsel and casework 
services for patients and their families, 
and lack of appropriate facilities for dis- 
charged patients. 

However, such projects as this are in 
a relatively ideal position to observe the 
frequency of such problems and indicate 
possible useful tools in exploring and de- 
veloping solutions. Also, the project 
serves as an excellent unit ‘for the finding 
of patients in need of certain facilities 
and services. The project staff constant- 


ly encourages nursing homes to see |. 


themselves as casefinding units with re- 
gard to patients, their families, and over- 
all community n 

Although stability, of staff in the co- 
operating homes is extremely difficult to 
measure adequately, our observations in- 
dicate a trend toward reduced turnover 
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in some facilities after such a_ training 
program has started. In others, continued 
turnover tangibly affects the efficiency 
of the rehabilitation services that have 
been started. Eventually, a plan may be 
devised to give new staff members the 
same intensive training the rest of the 
personnel have already received. 

The loss of a home’s activities director 
would critically impair this phase of the 
rehabilitation work. During the remain- 
ing demonstrations, we plan to try to 
prevent or solve this possible interrup- 
tion in a home’s program. 

In spite of the growing prominence 
of nursing homes in the total medical 
care spectrum of the community, far too 
few administrators or medical personnel 
appreciate adequately the appropriate 
role of nursing home care in rehabilita- 
tion. In the nursing home lectures, com- 
munity interpretations, associations with 
related services, and discussions with pa- 
tients’ families, we stress the totality of 
services needed for realistic rehabilitation 
planning—social, economic, vocational, 
psychological, and physical. No other 
area of concern for people involves such 
a multiplicity of patient needs. 

Because of their profit-making nature, 
proprietary nursing homes frequently are 
reluctant to consult with community 
agencies or to request direct services 
from them for patients. The rehabilita- 
tion education service staff assists these 
homes in contacting pertinent agencies 


such as the Illinois State Division of Vo- 
cational Rehabilitation and public and 
private agencies and establishing close 
working relationships. 

This reluctance may perhaps be ex- 
plained by the similar feeling of some 
agencies and programs to serve nursing 
homes which are operated for a profit. 
In some areas, the nursing home, as a 
medical care facility of the community, 
still does not enjoy broad understanding 
of its role in the care of the chronically 
ill, nor is it afforded its rightful position 
of respect by professional and lay people. 


CONCLUSIONS 


Dr. Theodore G. Klumpp, in his paper 
entitled “Promotion of Health Mainte- 
nance and Restorative Services,” stated, 
“The achievement of absolute and un- 
questioned scientific proof of the many 
basic facts concerning the aging process 
will take time, perhaps years and genera- 
tions in the life of man. Are we to sit 
by and do nothing until the pieces of 
information are collated and nailed down 
as solid facts or are we justified in tak- 
ing the best we have at the time as 
working hypotheses and apply them to 
useful ends? I think we are.” 

We feel the rehabilitation education 
service has proved to be needed and ef- 
fective in the broad area of care for the 
chronically ill, disabled, and aged; but 
beyond this we believe that it demon- 
strates three important facts. 


1. Public assistance agencies can be 
concerned with more than buying the 
best service at the lowest price. They 
can legitimately be concerned with im- 
proving existing services, offering new 
ones, and stimulating the development of 
those services which their clients need. 

2. Whether this kind of service on the 
State or local level is offered by public 
health, public assistance, or vocational 
rehabilitation agencies, no one agency 
really offers the service. Only the com- 
bined, coordinated efforts of all make 
any such service in rehabilitation effec- 
tive and worthwhile. 

3. In a general way, such projects as 
this can do much to bring better under- 
standing to the possible conflict between 
improved standards of care and reason- 
ably low rates of care, particularly for 
the medically indigent. 

With only 2% years of experience in 
the project we are far from the answers 
to many questions. We may not even 
know some of the questions. But there 
is ample accumulating evidence that 
such a program can be effective and 
helpful to people. 

We know that it calls for each agency 
concerned to inventory frankly its pres- 
ent services and its philosophy of pro- 
gram goals. Active participation in such 
programs enhances not only our skills 
but also our appreciation of how each 
agency is professionally and morally in- 
volved in comprehensive rehabilitation. 


FINGER SPLINT ASSORTMENT 


A very handy as- 
sortment of thirteen 
often used finger 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 
gencies. Order now! 
$4.30 per box. 


NEW GP CATALOG! 


Our new catalog of DePuy Fracture 
Equipment for the general prac- 
titioner is now ready. It’s helpful 
and informative .... yours for 
the asking. 
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INDIANA 


-- depresses appetite ...elevates mood... 
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insomnia, or barbiturate hangover. 
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prescription 
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(1,8-dihydroxyanthraquinone) 


economy and convenience. 
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TMP ; Available in capsules and suspension. 
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(Marks, M, M.: Clin. Med. 4151, 1957.) 
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Your difficult rheumatic patient... 


For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 


0.3 Gm. (5 gr.) 
Mg. 


PABALATE® 


para-aminobenzoate ..... Potassium salicylate ... 


or for the patient 
who should avoid sodium 


- Sodium Free 


Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 
Gm. (5 gr.’ 


through effective relief and rehabilitation 


For the patient 
who requires steroids 


PABALATE®*-HC 
(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage . . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 

In each enteric. coated tablet: 


PABALATE PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA © Ethical Pharmaceuticals of Merit since 1878 


Status of 
tuberculosis* 


The present status of tuberculosis, re- 
sponsible for 100 million days of illness 
annually in the United States, was dis- 
cussed at the 1959 meetings of the Na- 
tional Tuberculosis Association, the 
American Trudeau Society, and the Na- 
tional Conference of Tuberculosis Work- 


*Reprinted from Public Health Reports, No- 
vember 1959. 
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ers. Approximately 3,000 physicians, 
scientists, public health officials, nurses, 
and executives and volunteers of State 
and local tuberculosis associations at- 
tended the May 24-29 meetings in 
Chicago. 


AIRBORNE TRANSMISSION 


Airborne droplet nuclei were the 
source of infection for 71 guinea pigs 
breathing air exhausted from a tubercu- 
losis ward, and 21 of these infections 
were traced to specific patients, reported 
researchers in a cooperative study by 
the Johns Hopkins University School of 
Hygiene and Public Health, the Veterans 
Administration, and the Maryland Tu- 
berculosis Association. 


At the VA Hospital in Baltimore, Md., 
a colony of approximately 160 guinea 
pigs breathed air exhausted from a 6-bed 
ward over the 24-month study period. 
When bacilli from 22 infected animals, 
cultured for drug susceptibilities, were 
compared with cultures of bacilli from 
the patients’ sputums, it was apparent 
that two patients had produced 19 of the 
22 infections. The one drug-susceptible 
organism probably came from a patient 
receiving initial treatment. 

The researchers suggested that highly 
positive sputum and absence of effective 
therapy are important in determining a 
patient’s infectivity as well as a natural 
mechanism for atomizing the infectious 
material and the continued viability and 
infectivity of the organism after becom- 
ing airborne. They felt that the study 
not only strengthened the case for air- 
borne transmission but indicated an ex- 
perimental tool for the study of the in- 
fectivity of human tuberculosis. 

The investigators were Dr. R. L. Riley, 
C. C. Mills, Dr. W. Nyka, N. Wein- 
stock, Dr. P. B. Storey, Dr. L. U. Sultan, 
Dr. M. C. Riley, and W. F. Wells, of the 
Johns Hopkins University School of Hy- 
giene and Public Health and the Veter- 
ans Administration Hospital, Baltimore. 

Disinfecting the upper air of rooms 
with ultraviolet light appeared to block 
transmission of the influenza virus, ac- 
cording to Dr. Ross L. McLean, now at 
Emory University School of Medicine, 
Atlanta, Ga. 

At the Veterans Administration Hos- 
pital in Livermore, Calif., one unit with 
complete facilities for the care of pa- 
tients was irradiated. Serologic samples 
were obtained from all hospital patients 
and personnel in July 1957, November 
1957, and March 1958. Practically none 
of the patients or personnel had been 
vaccinated against influenza. Staff mem- 
bers were exposed to the respiratory 
infections prevalent in the community. 

Between July 28, 1957, and March 15, 
1958, only 4 (2 percent) of 209 patients 
in irradiated rooms were infected; 75 (19 
percent) of 396 patients in nonirradiated 
rooms were infected; and 92 (18 per- 
cent) of 511 hospital personnel were 
infected. 

The differences in the prevalence of 
infection, as determined serologically, 
strongly suggest that an important mech- 
anism of transmission of epidemic influ- 
enza was significantly blocked, McLean 
stated. 

Since the ultraviolet radiation was de- 
signed to disinfect chiefly the truly air- 
borne particles, these findings suggest 
that an airborne mechanism is the prin- 
cipal mode of transmission of epidemic 
influenza. 


RACE AND ENVIRONMENT 


In a similar environment the response 
to tuberculosis of the Negro and white 
is similar, and racial factors probably 
play a minor role in producing differ- 
ences in tuberculosis morbidity and mor- 
tality, concluded Dr. Julius Katz and 
Solomon Kunofsky, division of tubercu- 
losis control, New York State Department 
of Health, Albany. 
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They studied white and Negro patients 
in hospitals of the New York State De- 
partment of Mental Hygiene, where 
living conditions are identical for both 
races. Between 1942 and 1955, the in- 
cidence of tuberculosis among the Negro 
patients exceeded the rate among the 
whites by about 50 percent. In New 
York City during the same period, the 
rate of development of tuberculosis was 
four times as high among Negroes as 
among whites. The incidence decreased 
at approximately the same rate for the 
mental patients of both groups, so that 
by 1955 the age-adjusted rate among 
Negroes was only 8 percent higher than 
among whites. 

Even before the development of anti- 
microbial therapy not only was the dif- 
ferential between the groups reduced 
by similar environmental conditions but 
the Negroes’ survival was about equal to 
the whites’. 

Dr. W. A. Paddon, of the Grenfell 
Mission Hospital, North West River, 
Labrador, Canada, found no special sus- 
ceptibility to tuberculosis among the 
Labrador Eskimos and Indians. 

He attributed their high tuberculosis 
death rate to inadequate control meas- 
ures and environmental factors such as 
overcrowded homes, poverty, poor hy- 
giene, and malnutrition: He described 
how epidemics of other diseases prop- 
agate tuberculosis and said that the ef- 
fect ef exposure of a community to any 


infectious disease will be determined by 
its past experience with the disease and 
not by the ‘racial composition of its 
population. 

In northern Labrador the tuberculosis 
death rate was cut from 300 to 30 per 
100,000 from 1947 to 1956, and the per- 
centage of X-ray films showing active or 
probably active lesions dropped from 20 
to less than 4 percent. People originally 
reluctant to undergo treatment were won 
over once they were shown that tubercu- 
losis could be arrested. Those spread- 
ing the disease, or likely to do so, were 
identified through yearly surveys done 
during visits by a small hospital ship 
with portable X-ray equipment and on 
followup visits by dogsled. 

Hospitalization, drugs, surgery, and 
programs of rehabilitation and informa- 
tion were the major methods of control. 
With modern aircraft and radio commu- 
nication now available, patients can be 
evacuated quickly to improved hospital 
facilities. BCG vaccination is being tried, 
but Paddon noted that as a result, the 
tuberculin test will lose its considerable 
diagnostic value as well as its value in 
studying tuberculosis in a community. 


LEGAL DETENTION 


How patients detained under court 
order are cared for in the security di- 
vision of the Ohio Tuberculosis Hospital 
was described by Dr. Robert H. Brown- 
ing, director of the hospital, and Dr. 


Irving Pine, Columbus Psychiatric Insti- 
tute and Hospital. 

Although the Columbus hospital serves 
a population of 6.3 million, the 17-bed 
division is adequate because the exis- 
tence of a detention facility has prompt- 
ed patients to accept care voluntarily in 
their home counties. Also there is a 
high rate of transfers from the detention 
division to open wards, and some coun- 
ties refuse to use the security division. 

The hospital’s policy is to provide re- 
calcitrant patients with treatment and 
permit them activities as similar as pos- 
sible to those of other patients, the au- 
thors said. The staff is urged to adopt 
a calm, firm approach rather than a 
punitive one. Differences in privileges 
for those in the security division include 
the denial of money and street clothes, 
censorship of mail and packages for con- 
traband, restricted visiting hours, and 
being locked in their rooms at night and 
during rest -hours. Two employees are 
always on duty when the patients are not 
locked in. 

Patients who are beyond persuasion or 
who continue to be abusive or threaten- 
ing are left alone for 24 or 48 hours in 
a security room with limited equipment, 
and often become cooperative, a¢cording 
to Browning and Pine. Patients: are trans- 
ferred to open wards when they show 
understanding of their situation and be- 
have reasonably well. A committee whose 
members include several disciplines 
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meets weekly to decide on transfers and 
other matters. 

Analysis of the 50 patients cared for 
by the division in its 18-month existence 
indicates that most of them, while gen- 
erally becoming more cooperative, do not 
behave normally. They remain dissatis- 
fied and have varying amounts of sub- 
surface tension. 

The psychiatric resident and the con- 
sultant psychiatrist of the hospital classi- 
fied the patients not only to identify 
various syndromes and disorders but also 
to study the relation of recalcitrant status 
to psychiatric appraisal. 

‘The largest group of patients, 16, were 
alcoholics, and 7 were in an acute alco- 
holic episode at the time of admission. 
All had a personality disorder in addition 
to alcoholism. Many became almost 
model patients because the hospital filled 
their dependency needs. 

Twelve eluded strict psychiatric classi- 
fication and were described as marginal 
personalities. They had borderline or low 
intelligence quotients, seemed inadequate 
and immature, and had made marginal 
social adjustments in their jobs and fami- 
lies. It seemed likely they resisted hos- 
pitalization because they felt they could 
not adjust in the hospital. 

Seven had personality disorders. Their 
resistance to the hospital seemed to be 
based on a conflict produced by the 
family or the social milieu so that they 
had to refuse the need for hospitalization 
or risk being uprooted from a tenuous 
position. 

The remaining patients fell into these 
categories: organic brain syndrome, 2; 
psychosis with organic brain syndrome, 
2: chronic paranoid schizophrenia, 3; 
mentally deficient, 1; and miscellaneous 
unclassifiable personal problems, 7. 


CASEFINDING 


Active primary tuberculosis was found 
in 158 children whose disease would have 
been missed without the thorough check- 
ing of the family contact investigation 
service of the Houston Children’s Tuber- 
culosis Clinic, stated Dr. Katharine H. K. 
Hsu, Baylor University College of Medi- 
cine, Houston, Tex. The 158 children in- 
cluded 29 with positive cultures for My- 
cobacterium tuberculosis, 66 with X-ray 
evidence of tuberculosis, 32 whose tuber- 
culin reactions were converted to positive 
within 1 to 5 months, and 31 (under 36 
months of age) with infections consid- 
ered active because of a positive tubercu- 
lin reaction. None showed any signs 
of ill health which would have prompted 
parents to seek medical examinations for 
these children. 

These cases were found in 1957-58 on 
examination of 825 children contacts of 
129 family groups. Contact investiga- 
tion began when a child in the family 
was diagnosed as having active primary 
tuberculosis. The immediate family as 
well as close contact families were ex- 
amined. Adults were screened with 70- 
mm. microfims. Among 582 adults 
screened, 26 cases of active pulmonary 
tuberculosis were found. Children were 
tuberculin tested. All positive tuberculin 
reactors were given thorough clinical and 
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bacteriological examinations. Negative 
reactors were given periodic tests to de- 
tect conversion of tuberculin reaction. 

Intensifying contact investigation and 
giving proper attention to childhood tu- 
berculosis will enhance greatly tubercu- 
losis control, Dr. Hsu said. This can be 
done successfully with an organized ef- 
fort of local health agencies and proper 
education of patients’ families. 

The family contact investigation serv- 
ice, which operates in cooperation with 
existing public health facilities in Hous- 
ton and Harris County, was established 
with grants from national, State, and lo- 
cal tuberculosis associations. Its annual 
operating expenses amount to $8,650. 

If tuberculin tests are substituted for 
X-rays of pregnant patients, significant 
nontuberculous disease in nonreactors 
may be missed, affirmed Dr. Dorothea 
D. Glass, Woman’s Medical College of 
Pennsylvania, Philadelphia. To determine 
whether the tuberculin tests were an 
adequate replacement for photofluoro- 
grams, both diagnostic aids were em- 
ployed with obstetrical patients at two 
Philadelphia hospitals. 

In a 6-month period at Woman’s Col- 
lege Hospital, no significant lesions were 
found among tuberculin reactors or non- 
reactors, although 20 percent of the 308 
women participating reacted to first 
strength PPD and 13 percent to both 
first and intermediate strength doses. 
One patient failed to report for her 
X-ray, and 13 percent failed to complete 
tuberculin tests. 


The absence of lesions in this group 
was attributed to the relatively high 
socioeconomic level of the clinic patients. 
Therefore, the study was extended to 
630 patients of Blockley Division of 
Philadelphia General Hospital. They 
were primarily women on public assist- 
ance, among whom, it was felt, would 
be a higher percentage of tuberculin 
reactors and some clinical tuberculosis. 
The age and race composition of both 
hospital populations was similar; 90 per- 
cent were Negroes between 15 and 35 
years of age. 

These women were tested on admis- 
sion, most often immediately postpar- 
tum. Of the 432 women whose tests 
were read, 23 percent reacted to first- 
strength PPD. Thirty-one percent were 
discharged before the test could be read; 
the average hospital stay is 2 or 3 days, 
despite the hospital policy of a 5-day 
postpartum stay. Only one patient at 
Woman’s College Hospital did not have 
an X-ray taken; 19 percent of the Block- 
ley patients had no chest X-rays during 
their hospital stay. 

X-ray findings were significant for two 
asymptomatic nonreactors; one had sar- 
coidosis, the other a congenital heart 
lesion. No previously unsuspected active 
tuberculosis was found. 

Before relinquishing the gains avail- 
able through routine X-rays of pregnant 
women, consideration should be given 
to the probability that the return rate 
for reading tuberculin tests may be as 
low as 50 percent, and significant pre- 


viously unsuspected nontuberculous dis- 
ease may be missed if only reactors re- 
ceive X-rays, maintained Dr. Glass. 
Co-authors were Dr. Fruma W. Gins- 
burgh, Dr. Katharine R. Boucot, Marie 
Capitanio, and Leonora Gray, Woman’s 
Medical College of Pennsylvania, and 
Bernard Broad, Temple University 
School of Medicine, Philadelphia. 


BCG VACCINATION 


A 20-year study showed a statistically 
significant difference in the number of 
cases of tuberculosis among infants who 
received BCG vaccinations and control 
subjects, reported Dr. Sol R. Rosenthal, 
director, tuberculosis prevention research, 
Chicago Municipal Tuberculosis Sani- 
tarium; medical director, Research Foun- 
dation, Cook County Hospital; and di- 
rector of the Institution for Tuberculosis 
Research, University of Illinois, Chicago. 

Among the 1,665 control subjects there 
were 57 cases; among the 1,716 in- 
fants vaccinated, 16 cases (x°=24.62; 
P=<0.001). The study included 3,381 
infants born at Cook County Hospital, 
Chicago, from 1937 to 1948. All were 
from nontuberculous households in areas 
with high tuberculosis incidence. 

The followup items, continued until 
1957, included birth weight, sex, race, 
area of birth, extent of contact with tu- 
berculosis, examinations in the clinic, 
X-rays, tuberculin tests, and tuberculin 
conversion rates. A total of 80 items 
were card cataloged, tabulated, and sub- 
mitted for statistical analysis. 
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The overall comparability of the vac- 
cinated and the control subjects appears 
adequate in most respects, and statistic- 
ally significant differences have been 
identified for consideration and assess- 
ment for medical importance, stated the 
statistical analyst, Dr. H. C. Batson, pro- 
fessor of biostatistics, public health de- 
partment, University of Illinois. 

Other co-authors were Dr. Erhard 
Loewinsohn, Dr. Mary L. Graham, and 
Margaret G. Thorne of Chicago Munici- 
pal Tuberculosis Sanitarium, and Dor- 
othy Liveright and Violet Johnson, In- 
stitution for Tuberculosis Research, 
University of Illinois, Chicago. 


REINFECTION 


Age, sex, and lack of exposure to a 
fresh source were factors indicating an 
endogenous origin for reinfection in a 
study of 113 patients with chronic pul- 
monary tuberculosis by Bellevue Medical 
Center researchers. The patients, all 
with previous primary infections diag- 
nosed during the pediatric age range, 
were seen at the chest clinic of the chil- 
dren’s medical service of Bellevue be- 
tween 1930 and 1956. 

Risk of developing chronic pulmonary 
tuberculosis is greatest in adolescence 
and in children who had primary tuber- 
culosis after 6 years of age. The rate 
for girls was higher than that for boys. 
Chronic pulmonary tuberculosis was first 
diagnosed within 2 years of menarche 
for 40 percent of the girls. 


Histories of 71 patients indicated ex- 
posure to a case of tuberculosis at the 
time the primary infection was diag- 
nosed; only 7 histories indicated renewed 
exposure when the chronic pulmonary 
disease was diagnosed. In the majority 
of cases, no anatomic relationship be- 
tween the site of the primary and the 
chronic pulmonary tuberculosis could be 
established. The chronic disease was 
discovered through routine X-ray of two- 
thirds of the patients. 

Following is the present status of the 
113 patients: 


Male Female 

Followed to 25 years 

of age 
Followed to 21-24 years 

of age ... 
Still under 21 years of age 
Tuberculosis deaths __. 
Nontuberculosis deaths 
Lost to followup 


20 


o>) 
sl 


Total 37 


The death rate from chronic pulmon- 
ary tuberculosis was 21.6 percent for the 
boys and 31.6 percent for the girls. Of 
the 32 deaths, 22 occurred in patients 
who were first diagnosed with minimal 
disease. None received specific therapy 
during the primary phase. Only 20 pa- 
tients received antimicrobial therapy for 
chronic pulmonary tuberculosis, and in 


only three instances was treatment given 
within a year after the diagnosis was 
established. 

The findings indicate the importance 
of keeping children with primary tuber- 
culosis under long-term observation to 
gain information about the pattern of 
later development of chronic pulmonary 
tuberculosis, stated investigators Dr. 
Edith M. Lincoln, adjunct professor of 
pediatrics; Dr. Lilian A. Gilbert, asso- 
ciate clinical professor of pediatrics; and 
Dr. Soledad M. Morales, instructor in 
pediatrics. All are with the New York 
University, Bellevue Medical Center, 
New York City. 

No relapses after 5 years occurred 
among 83 percent of 669 patients with 
negative sputums at least 6 months prior 
to discharge, reported Dr. Thomas F. 
Sheehy, medical director, Firland Sana- 
torium, Seattle, Wash. Relapses occurred 
in 11.2 percent of the original sample, 
9.6 percent in the first year. There were 
42 deaths from nontuberculous causes 
and 3 deaths from tuberculosis in pa- 
tients whose disease had relapsed. 

The only criteria for selection were 
sputum negativity for 6 months and live 
discharge. Status was determined as of 
December 31 of each year. Relapse was 
defined as the occurrence of positive 
bacteriology on a single or repeated oc- 
casion either by smear, culture, or X-ray 
worsening not explainable by some other 
acute identifiable cause. 

Sheehy found that relapse occurs more 
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commonly in middle-aged males with 
far advanced, cavitary disease with a 
secondary diagnosis of alcoholism who 
leave the hospital against advice. It is 
least common among young females with 
noncavitary disease who have undergone 
resection. Apparently, longer periods of 
chemotherapy prior to discharge and 
prier to final determination of status 
exert a favorable prognostic outlook. 


NEW TECHNIQUES 


Promising new techniques, a diagnos- 
tic blood test for tuberculosis and two 
rapid, simple methods of detecting viable 
tubercle bacilli in sputum, were de- 
scribed by several investigators. 

Dr. Robert C. Parlett and Dr. Guy 
P. Youmans, Northwestern University 
School of Medicine, developed a serum 
gel diffusion test. An agar suspension of 
tubercle antigen at the bottom of the test 
tube with a covering layer of pure agar 
receives the patient’s serum. Acidfast 
antibodies diffuse toward the center of 
the tube, forming a precipitation ring 
when fixed by the test antigen. 

In serums from 465 nontuberculous 
persons, 97.9 percent possessed no anti- 
body to mycobacterial antigens by this 
test, and only 2.1 percent of the reac- 
tions were false positives. Gel diffusion 
tests were positive in 84.2 percent of 
serum specimens from 380 patients with 
far advanced active pulmonary tubercu- 
losis, in 73.5 percent of 245 patients 
with moderately advanced active pul- 
monary tuberculosis, and in 57.8 percent 
of 128 patients with minimally active 
disease. The department of microbiology 
of the medical school and 20 hospitals 
and sanatoriums cooperated in extensive 
double blind field trials to determine the 
sensitivity, reliability, and limitations of 
the diagnostic test. 

Reporting on the use of the test at 
the Suburban Cook County Tuberculosis 
Hospital-Sanitarium, Hinsdale, Ill., Dr. 
William Lester stated that serums from 
188 of 193 patients with bacteriologically 
confirmed disease were positive. He also 
said that all test results were positive in 
specimens from 28 patients with photo- 
chromogenic infections and in 78 percent 
of the specimens from patients with 
scotochromogenic cultures. 

A mouse test to detect tubercle bacilli 
in sputum and gastric lavage specimens 
failed only once in 362 clinical trials and 
is much faster and more sensitive than 
conventional procedures according to Dr. 
David Gale, Elizabeth A. Lockhart, and 
Alexander Jack, Veterans Administration 
Hospital, Albuquerque, N. Mex. 

In the test they devised, a portion of 
the concentrate from the specimens was 
injected intraperitoneally into four mice, 
together with hog gastric mucin. The 
animals were sacrificed at 5, 10, 15, and 
20 days; gross pathological changes were 
noted; and impression smears of splenic 
tissue were studied microscopically for 
acidfast bacilli, with each slide taking 10 
minutes. 

The study group consisted of 188 tu- 
berculous patients in various stages of 
the disease, 55 patients admitted to 
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medical wards, and 119 outpatients. 
Specimens from 74 patients were positive 
by both mouse test and by culture. All 
these patients were positive by mouse 
test in 15 days, compared with 52 days 
required by the conventional technique; 
97 percent were positive in 10 days, and 
85 percent in 5 days. 

The mouse test also detected acidfast 
organisms in specimens from 64 patients 
whose cultures were negative. Half of 
these patients had positive cultures at 
some time during the previous year. 

A new 5-day slide culture technique 
tested on 100 sputum samples had a 98- 
percent success rate compared with a rate 
of 69 percent when the conventional 
method was used, reported a team of 


Massachusetts investigators. For the test 
the researchers developed a new muco- 
lytic and proteolytic enzyme which lique- 
fies sputum more efficiently and is less 
toxic to acidfast organisms. They elimi- 
nated centrifugation and collected the 
acidfast micro-organisms on glass cov- 
erslips treated with silicone, a substance 
to which’ the acidfast micro-organisms 
have an affinity. After a 5-day incuba- 
tion period the coverslip samples are 
treated with a modified Hanks’ differ- 
entiating acidfast stain, permitting supe- 
rior microcolonial differentiation of acid- 
fast micro-organisms even under low 
magnification. The developers of the test 
are James B. Gray, State Public Health 
Department Laboratory, Boston; Dr. San- 
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ford Chodosh, Lung Station (Tufts), 
Boston City Hospital; and Edith Rein- 
isch, Westfield State Sanatorium, West- 
field, Mass. 


OTHER LUNG DISEASES 


Despite thorough safety precautions, 
laboratory personnel working with the 
causative agents of psittacosis and Q 
fever sometimes become infected, stated 
a Johns Hopkins University School of 
Medicine researcher, Dr. Allan H. Levy. 

He reported on 12 cases of psittacosis 
and 27 cases of Q fever which occurred 
sporadically in the microbiological lab- 
oratories at Fort Detrick, Md. Eleven of 
the twelve patients with psittacosis had 
worked directly with the virus, but only 
two had been aware of a laboratory 
accident. 

The illnesses were somewhat milder 
than naturally acquired infections. Eight 
patients had an abrupt onset with ma- 
laise, headache, chills, and fever; four 
had an insidious onset. Cough was com- 
mon but often did not develop until the 
second week of illness. Rales were heard 
early in the course of illness of three 
patients, but did not develop until the 
fourth or fifth day of hospitalization in 
six others. X-ray findings of pulmonary 
infiltration were noted in the lower or 
middle lobes of 10 patients and the 
upper lobes of 2. Nine patients were 
treated with one of the tetracyclines, 


chloramphenicol or penicillin, and all 
responded promptly. 

Only 18 of the 27 patients with Q 
fever worked directly with Coxiella bur- 
netii, although several others were in- 
fected while in areas adjacent to labora- 
tories. In four, the source of infection 
remained obscure. None of the illnesses 
was severe, and only 21 of the 27 re- 
quired hospitalization. 

Although most patients had been vac- 
cinated with both Q fever and psittacosis 
vaccines, complement-fixing antibody ti- 
ters after infection were higher and 
persisted longer than those resulting from 
immunization. It was not possible to de- 
termine if the large proportion of mild 
illnesses was the result of prior immuni- 
zation or the mode of infection or the 
result of effective case detection through 
continual surveillance of a closed popu- 
lation. 

Co-authors were Dr. Edward W. Hook 
and Dr. Robert R. Wagner, Johns Hop- 
kins University School of Medicine. 

Several attitudes toward the relation- 
ship between smoking and lung cancer 
prevail, stated Dr. Dean F. Davies, ad- 
ministrator for research on lung cancer, 
American Cancer Society, New York 
City. They can be categorized on five 
decision levels—intuition, clinical judg- 
ment, epidemiological evidence, patho- 
genetic evidence, and “proof positive.” 
The present status of knowledge falls 
short of definitive proof, but the evi- 


dence is sufficiently impressive to satisfy 
most observers. 

Although the condensates derived from 
tobacco smoke and atmospheric pollu- 
tants produce cancer on skins of selected 
strains of animals, invasive epidermoid 
lung cancers have not been reported 
following exposure to typical samples of 
these agents. Changes in the epithelium 
of the tracheobronchial tree, including 
both inflammatory and proliferative re- 
actions, following chronic exposure to 
cigarette smoke and simulated atmos- 
pheric pollutants have been observed. 

Epidemiological data are inadequate 
to quantify the roles played by cigarette 
smoke and atmospheric pollution in the 
causation of lung cancer. For future re- 
search it would be desirable to continue 
efforts to produce epidermoid lung can- 
cer experimentally in animals by these 
agents, he said. Either on human or 
other animal populations it would then 
be desirable to study host factors, in- 
cluding genetic, immunological, and en- 
docrinological influences, as well as 
history of previous disease, congenital 
conditions, and psychological factors. 

The carcinogenicity of each fraction of 
tobacco smoke condensate should be 
tested for the lung as has been done 
for the skin. The identification of non- 
carcinogenic substances from both 
sources and a study of their contribution 
to proliferative changes in bronchial epi- 
thelium also require close attention. 
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How fatal 
accidents occur 
in the home* 


Accidents in and about the home take a 
large toll of life in the United States. In 
recent years such accidents were respon- 
sible for an average of about 28,000 
deaths annually, or for nearly one third 
of all accident fatalities. 

In order to throw some additional light 
on the problem, the Metropolitan Life 
Insurance Company studied the circum- 
stances under which fatal home accidents 
occur among its policyholders in the age 
range 1 to 74 years. A review was made 
of the claim records of Industrial policy- 
holders who were killed in home acci- 
dents during 1956 and of Ordinary pol- 
icyholders who were killed in 1956 or 
1957. 

Falls outranked by a wide margin 
every other type of fatal accident in the 
home, accounting for nearly half of the 
*Reprinted from Statistical Bulletin, Metropoli- 
tan Life Insurance Company, Nov.-Dec. 1959. 


deaths in this study. Fires and burns by 
other means were responsible for an ad- 
ditional one fourth of the total. The 
remaining deaths were attributed in large 
part to poisoning by gas, solids, or 
liquids, and to injury by firearms. 

About 1 in every 3 fatal falls in this 
insurance experience occurred on stairs 
and steps. Almost one sixth of the deaths 
were attributed to falls of people who 
were merely walking about a room or 
going from one room to another on the 
same level. An appreciable number of 
fatal injuries were sustained in falls from 
windows, ladders, porches, roofs, and 
beds. A major characteristic of the mor- 
tality from falls is its heavy concentra- 
tion among older people, which reflects 
the relatively high incidence of physical 
weakness or impairment at the later ages. 
Of the policyholders killed in falls, one 
third were in the age range 45-64 years, 
and about half were 65-74 years of age. 
It is pertinent to note -in this connection 
that all six of the people killed by slip- 
ping in the bathtub were over 50 years 
old. A majority of the fatal falls from 
ladders—21 out 34—were among people 
at ages 65 and over. 

Fires and burns by other means ranked 
second as a cause of fatal home acci- 
dents, accounting for 401 of the 1,468 
deaths in this study. More than a fourth 
of the deaths in this category occurred 
in conflagrations whose origin was unde- 
termined or not stated. Smoking was 


specifically mentioned as being respon- 
sible for an additional 14 percent of the 
fatalities from fires and other burns; the 
victims were mostly men who were smok- 
ing while in bed or while they drowsed 
off in an upholstered chair. Males pre- 
dominated also in the deaths due to ex- 
plosion of cooking, water-heating or 
space-heating equipment. On the other 
hand, females accounted for three fourths 
of the fatal injuries sustained when cloth- 
ing ignited while persons were working 
around stoves or walking too near open 
fires. An appreciable number of policy- 
holders lost their lives through fires and 
explosions resulting from the misuse of 
gasoline, kerosene, and other flammable 
liquids. Only 5 of these 26 deaths were 
reported .as resulting from the use of 
kerosene or gasoline to kindle or hasten 
fires, indicating that this foolhardy prac- 
tice is less common than it was years 
ago. 

Gas poisoning was responsible for 6 
percent of the deaths in this study, and 
injury by firearms for a slightly smaller 
proportion. Both types of accidents took 
many more lives among males than 
among females. A majority of the fatali- 
ties resulting from poisoning by solids 
or liquids were due to an overdose of 
barbiturates, bromides, and similar prod- 
ucts. Other types of home accidents 
which account for an appreciable mor- 
tality are choking by foods or objects, 
strangulation, and drowning. 
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appetite suppression | 


meprobamate plus d-amphetamime 


... Suppresses appetite... elevates mood 
... reduces tension . . . without insomnia, 
overstimulation, or barbiturate hangover. 


ine sulfate, 5 mg. 


Order... 
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The low cost antibacterial prescription 
with assured safety and effectiveness 
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MADRIBON 


safe - effective - economical 


“...its simplicity of administration, safety, clinical 
response and reasonable cost make... [Madribon] a 
desirable drug in instances where it is equally effec- 
tive [as the antibiotics] and a choice drug in many 
antibiotic-resistant cases.” 


Clinically effective for infections with cultures positive for: 


Staphylococcus aureus hemolyticus* B. proteus 

beta hemolytic streptococci E. coli* 
pneumococci Proteus* 

K. pneumoniae Shigella 

H. influenzae Salmonella* 

Ps. aernginosa* paracolon bacilli 


A new alternative in bacterial infections 
for many reasons — 


wide-spectrum activity 

* high rate of clinical effectiveness—up to 90% 

¢ less than 2 per cent side effects—even in long-term use 
¢ minimal risk of hazardous superinfections 

¢ essentially no danger of anaphylactic reactions 

¢ fewer problems with the development of resistant mutants 
economical therapy 


¢ reserves antibiotic effectivness for fulminating, 
life-threatening infections 


For complete information on dosage forms, dosage sched- 
ules and precautions, consult literature available on request. 


*Some infections due to antibiotic-resistant strains have 
responded to Madribon. 


ROCHE casoratories 


ROCHE 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 
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The fastest growing antibacterial bibliography: 


1, M. J. Mosely, Jr., J. Nat. M.A., 51:258, 1959. 
2. J. C. Elia, Antibiotic Med. & Clin, Therapy, 6: (Suppl. 
1), 61, 1959. 


3. eee Elia, Ann, New York Acad. Sc., 82: (Art. 1), 52, 


4. E. H. Townsend, Jr. and A. Borgstedt, Antibiotics An- 
New York, Medical Encyclopedia, Inc., 

5. on file, 

6. Koechli rm and R. Engelberg, Antibiotic 

7. W. A. Leff, ibid., p. 44. 

8. T. D. Michael, ibid., p, 57. 

9. P. Patel, ibid., p. 40. 

10. Boger, Antibiotics fanwst 1958-1959, New York, 
Inc., 1959, p. 48. 

11. H. C. Flanigan, a and B. R. Jennings, 
12. J. R. Puig and E. A. Zaremba, Antibiotics An- 
1950. New "York. Medical Encyclopedia, Inc., 


13. J. D. Young, J S. Kiser and O. Beyer, Anti- 
biotic Med. & Clin, 6: (Suppl. 1959. 


14. J. F. Glenn, J. R. Johnson and J. H. Semans, ibid., p. 49. 


15. C. W. Daeschner, Ann, New York Acad. Sc., 82: (Art. 1) 
64, 1959. 


16. S. Guss and A. J. Spiro, ee Conferences, 2:14, 1959. 


17. R. +; sctnttees: and W. DeLorenzo, Antibiotic Med. & 
“Clin ‘herapy, 6: (Suppl. 17, 1959. 


18. R. Ps man W. F. DeLorenzo, E. Grunberg and R. 
Proc. Soc, Exper. Biol, & Med., 99:21, 1958. 


19. F. DeLorenzo and R. Russomanno, Antibiotic Med. & 
Chine Therapy, 6: (Suppl 1), 14, 1959. 


20. B. Fust and E. Boehnt, ibid., p. 3. 
21. W. F. DeLorenzo and A. M. Schumacher, ibid., p. 11. 


22. O. and R. Engelberg, J. M. Soc. New 
Jersey, 56:24, 


23. L, O. and R. Engelberg, Toricol. 
& 


24. S. M. Finegold, Z. Kendall E. 
Kvinge, Ann. New York Acad. 82: (Art. 1), Prins 1969. 


25. W. J. Grace, ibid., p. 51. 

26. L. E. Skinner, ibid., p. 57. 

S. W. Levy. ibid., p. 80. 

M. M. Cahn and E. J. Levy, ibid., p. 84. 

M. Sierp and J. W. Draper, ibid., p. 92. 

G. A. Moore, tbid., p. 61. 

W. P. Boger and J. J. Gavin, ibid., p. 18. 

W. S. Kiser, O. C, Beyer and J. D. Young, ibid., p. 105. 

B. H. Leming. Jr. and C. Flanigan, Jr., ibid.. p. 31. 

R, E. Bagdon, L. O. Randall and W. A. Leff, ibid., p. 3, 

W. F. DeLorenzo and R. J. Schnitzer, ibid., p. 10. 

G. Carroll, Discussant, ibid., p. 110. 

S. Krugman, Discussant, ibid., p. 78. 

E. H. Townsend, Jr. and A. Borgstedt, ibid., p. 71. 

T. D. Michael. ibid., p. 40. 

A. E. Thill, Pennsylvania M. J., 62:1534, 1959, 

J.C. Elia, Mil, Med., in press. 

B. Wolach, Colorado GP, 1:4, 1959. 

ony. L. Rosenthal and L. Jud, J. Lab. & Clin. Mea., s¢:20s, 

R. E. Ray, Case Rep. Child. Mem. Hosp., Chicage, 
1724445, 1959. 

45. P. Rentchnick and J. Lagier, Schweiz. med. Wchnschr., 

1959. 


46. J. Leng-Levy wid-Chausse, P. Gibaud and J. Bottin, 
J. med (6), 713, 1959. 

47. B. H. Leming, Jr. and C. Flanigan, Jr., Scientifie Ex- 
hibit, Annual Meeting of the American Medical Association, 
Atlantic City, N. J., June, 1959. 


48. J. C, Elia, ibid, 


49. O. Th (U Pediatric Clinic, Vienna, 
Austria), paper presented at the Congress of 
Infectious Pathology, Milan, Italy, Mi ST 


50. Schupvli (Director, University Clinie, 
sle. Switzerland). ibid. 
(First U Surgical Clinic, Vienna, 


51. 
Austria), ibid. 
52. M. of Surgical Pathology, University of 
Parma, ibid. 


53. passa (Untversity Pediatric Clinic, Berne, Switzer- 
land). ibid. 

54. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 

55. E. ae (First University Gynecological Clinic, Vienna, 
Austria). ibid. 

56. R. Neimeier (University Gynecology Clinic, Basle, Swit- 
zerland), ibid. 

57. G. Moustardier (Faculty of Medicine and St, Andrew's 
Hospital, Bordeaux, France), ibid. 

58. S. T. Madsen (Bergen, Norway), ibid. 

59. W. P. Boger. ibid. 

60. P. Buenger (Medical Department, General Hos- 
pital, Langenhorn, Hamburg, Germany), 

61. H. Ptasnik, Medisinieche, (31/32), 1437, 1969. 
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Books received 


Books received for review during the pe- 
riod from December 5 to January 5, are 
listed below. Reviews will be published 
as space permits. 


ATOPIC CATARACT. By Emanuel Rosen, 
M.D., Lecturer in Biomicroscopy at Newark 
Eye and Ear Infirmary; formerly, Lecturer in 
Biomicroscopy at New York Post Graduate Hos- 
pital, New York Eye and Ear Infirmary Courses 
New York University, Post Graduate Medical 
School; formerly, Associate in Ophthalmology at 
New York Post Graduate Hospital; formerly, 
Ophthalmologist, Department of Labor, New 
Jersey. Cloth. Pp. 102, with illustrations, Price 
$5.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1959. 


LYMPHOCYTES AND MAST CELLS. By 
Margaret A. Kelsall, B.A., M.A., Ph.D., Re- 
search Staff (Biology) Research Service Labora- 
tories, University of Colorado; and Edward D. 
Crabb, B.A., M.A., Ph.D., Professor of Biology, 
University of Colorado, Boulder, Colorado. 
Cloth. Pp. 399, with illustrations. Price $8.00. 
The Williams & Wilkins Company, Mount Royal 
& Guilford Avenues, Baltimore 2, 1959. 


AN INTRODUCTION TO GYNECOLOGI- 
CAL EXFOLIATIVE CYTOLOGY. By Wini- 
fred Liu, M.Sc., M.D., Cytologist, The Youngs- 
town Hospital Association, Youngstown, Ohio. 
Cloth. Pp. 127, with illustrations. Price $6.00. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1959. 


NOTABLE NAMES IN MEDICINE AND 
SURGERY. By Hamilton Bailey, F.R.C.S. 
(Eng.) F.A.C.S., F.R.S. (Edin.) Emeritus Sur- 


geon, Royal Northern Hospital, London; and 
W. J. Bishop, F.L.A., Editor, Medical History. 
Ed, 3. Cloth. Pp. 216, with illustrations. Price 
$7.50. Charles C Thomas, Publisher, 301-327 
Lawrence Avenue, Springfield, Illinois, 
959. 


COUNTERTRANSFERENCE. By Benjamin 
Wolstein, Ph.D., New School for Social Re- 
search; W. A. White Psychoanalytic Society, 
New York. Cloth. Pp. 179. Price $5.50. Grune 
& Stratton, 381 Fourth Avenue, New York 16, 
1959. 


STRESS AND CELLULAR FUNCTION. By 
H. Laborit, M.D. Beers en Chef de la Ma- 
rine Fr i t de la Section de 
Recherches Mosasenmenis de la Marine Na- 
tionale Frangaise; Chirurgien des Hépitaux 
Maritimes; Membre Associé National de ]’Acad- 
émie de Chirurgie. Recipient of Albert Lasker 
Award, 1957. Cloth. Pp. 255, with illustra- 
tions. Price $7.56. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1959. 


THE CHILD WITH ABDOMINAL PAINS. 
By John Apley, M.D., F.R.C.P., Consultant 
Paediatrician, United Bristol Hospitals and 
Bath Clinical Area; Shaw Lecturer in Diseases 
of Children, Bristol University. Cloth. Pp. 86, 
with illustrations. Price $3.00. Charles C 
Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1959. 


EMOTIONAL FORCES IN THE FAMILY. 
Edited by Samuel Liebman, M.D., Medical Di- 
rector, North Shore Hospital, Winnetka, Illinois; 
Clinical Assistant Professor of Psychiatry, Uni- 
versity of Illinois College of Medicine. Cloth. 
Pp. 157. Price $5.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 
1959. 


CLINICAL ORTHOPAEDICS. Number Fif- 
teen. By Anthony F. DePalma, Editor-in-Chief. 
Cloth. Pp. 217, with illustrations. Price $7.50. 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1959. 


Africa’s 


health* 


BILHARZIASIS 


Sometimes called snail fever, this dis-. 
ease is caused by the parasite of moluscs 
often found in water. Economic develop- 
ment is hindered wherever it occurs, be- 
cause vitality is lowered, discouraging 
efforts to develop agriculture and indus- 


try. 

The disease can be checked by treat- 
ing the infected waters with products to 
kill the snails, by medication of persons 
suffering from bilharziasis and, better 
still, by education, both to prevent bath- 
ing in waters that are infected and to 
guard them against pollution. 


HEALTH EDUCATION 


An essential condition for success of a 
health programme is the support of the 
people for whom it was created. The 
taboos and superstitions and, even more 
important, daily habits that no one wants 
to change, often hold back progress and 
retard the introduction of modern tech- 
niques. However, it is by no means nec- 
essary to discard everything in the tra- 
ditional life of people in the course of 
economic development. Often lessons can 


°Reprinted from World Health, Nov.-Dec. 1959. 


a new concept in pediatric vitamin supplementation for normal healthy infants and children 


elimination of unnecessary vitamins resulting in a 
better nutritional balance and a 30% reduction in cost 


Cc Recent reports®-*) underscore the fact that an all-inclusive supplement is not desirable for the normal healthy infant 
or child. A daily intake of 400 U.S.P. units vitamin D and 30 mg. vitamin C is recommended as an ideal supplement. 
'D | Greater amounts and other vitamins are not necessary for routine use. 


nem ps ml. contains 400 U.S.P. units vitamin D 
mg. vitamin C. Available in 30 ml. bottles 
dropper. 


—>Funda-Vite 


PEDIATRIC DROPS 


FLUORINE added at no additional cost—to include 
the prevention of dental caries in pediatric care* 


The role of the physician in the prevention of dental caries is becoming increasingly important as extensive evidence 
exists that fluoride supplementation should be started at birth and continued through adolescence. As dentists 
seldom see children during infancy; they are unable to provide care during the formative calcifications of teeth. 


ee ™™. Each 0.6 ml. contains 400 U.S.P. units vitamin D, 
30 mg. vitamin C and 0.5 mg. fluorine (as sodium 

PRESCRIPTION ru see i fluoride). Available in 30 ml. bottles with cali- 
brated dropper. 


PEDIATRIC DROPS 
*CONTRAINDICATED IN COMMUNITIES WITH 
FLUORIDATED DRINKING WATER. 


REFERENCES: 1.) Sebrell, Jr., W. H.: Vitamins in Medical Practice. Merck Sharp & Dohme. Seminar Report, 3:2 (Fall) 1958. 2.) Council on Foods and 
utic Agents. J.A.M.A. 169:110 (Jan. 3) 1959. 3.) a) i988. Editorial. Pediatrics, 


Nutrition: Vitamin Prepa Dietary And As Thera 
23:833 (May) 1959. 4.) th, D. W., Blizzard M. and Harrison, H Idiopathic Hypercalcemia. Pediatrics, 24:268, (August) 1 
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THIS 
TROCGHE 
HELPS 
CONTROL 


COUGH promptly curbed by homarylamine—non-narcotic antitussive with the 
approximate potency of codeine. 

INFECTION combated by three nonsystemic antibiotics—each active against 
common mouth and throat pathogens, all with relatively low sensitization 
potentials. 

IRRITATION soothed by benzocaine—a topical anesthetic that promotes pro- 
longed relief of inflamed or irritated tissues. 


PENTAZETS troches 


Homarylamine + Bacitracin - Tyrothricin - Neomycin - Benzocaine 


NEW PINEAPPLE FLAVOR Overwhelmingly selected by a taste panel. 
Available to your patients on your prescription only. 

DOSAGE: Three to five troches daily for three to five days. 

SUPPLIED: Vials of 12. 

GD MERCK SHARP & DOHME owision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


PeNTAZETS is a trademark of Merck & Co., Inc. 
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be learned all ‘round. Health education, 
especially when it is addressed to moth- 
ers and children, not only helps them 
to understand and accept a health pro- 
gramme, but also to get the most out 
of it. 

LEPROSY 


Of the 12 to 16 million people in the 
world that have leprosy, Africa south of 
the Sahara accounts for some 2.3 million 
cases, of which half already are under 
treatment. 

As a result of mass case-finding and 
treatment with sulphones, it has been 
possible to intensify considerably the 
fight against leprosy during the last few 
years. If operations continue to progress 
at such a satisfying pace, almost all the 
leprosy sufferers of the African continent 
may be under treatment within a few 
years. The eradication of this disease 
can be foreseen there. The number of 
those who have reached the neutralized 
or non-contagious stage is already very 
high. 

Treatment is given either in permanent 
centres, not at all reminiscent of the 
leprosaria of former times, or by mobile 
teams who bring it, so to speak, into the 
home. 


18 Africans 
to the square mile 
— Area: eight million square miles 


— Population: 155 millions in 37 coun- 
tries and territories or federations of 
territories including Madagascar, and 
excluding such islands as Mauritius, 
St. Helena, Reunion. 

— 12 members or associate members of 
WHO: Belgium, France, Ghana, 
Guinea, Liberia, Portugal, Spain, 
Union of South Africa, and United 
Kingdom are members, and the Fed- 
eration of Nigeria, Federation of Rho- 
desia and Nyasaland, and Sierra 
Leone, associate members. 


59 WHO projects 


— Location of the Regional Office: 
Brazzaville, Congo Republic 

— Number of active projects: 59 

— Staff: 95 specialists 

— Budget for 1958: $4,327,322 (includ- 
ing UNICEF and UN Technical As- 
sistance contributions ) 


One doctor 
for 10,000 inhabitants 


— In 1955, the Region had a total of 
13,215 doctors for a population then 
estimated at 142 millions—one doctor 
for 10,745 people 

— In the same year the number of 
nurses totalled 53,410, of which about 
two-thirds were professionally quali- 

fied. 


— Out of the 18,454 midwives about 84 
per cent have professional standing 

— The 6,884 hospitals in the Region 
have 300,000 beds—one bed for 500 
people 

Africa’s afflictions 

— Influenza: 381 deaths in 1955 

— Leprosy: about 2,300,000 are infect- 
ed, but more than half of them are 
receiving regular treatment 

— Malaria: about 100 millions are ex- 
posed to the disease, although only 
5,344 deaths were recorded in 1955. 
About 20 million people have been 
protected 

— Onchocerciasis: 20 million people af- 
fected 

— Plague: 72 cases reported in 1953, of 
which 47 died 

— Poliomyelitis: 239 deaths in 1955 

— Smallpox: 21,619 cases reported in 
1955, of which 1,767 died. 

— Trypanosomiasis (sleeping sickness): 
22,300 cases and 1,058 deaths in 1955 

— Yaws: Some 20 million Africans had 
this disease, of which eight million 
already have been cured, necessitat- 
ing the examination of about 16 mil- 
lion people 

— Yellow fever: seven cases and six 
deaths recorded in 1955 
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relaxant analg 


ASES MUSCLE 
SPASM & PAIN IN 
SPRAINS, STRAINS, 
LOW BACK PAINS 
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THE FINE NEW 


ELECTROCARDIOGRAPH 


CAMBRIDGE 
a” 
THE J ERSATILE ELECTROCARDIOGRAPH 


The “Versa-Scribe” is a completely new in- 
strument offering features of convenience, 
superior performance and versatility not now 
available in any other portable direct-writing 
Electrocardiograph. 


Use of the most modern electronic tech- 
niques, including transistors and printed cir- 
cuits, combined with the craftsmanship of 
skilled instrument makers of long experience, 
has not only made possible a superior per- 
forming electrocardiograph, but one posses- 
sing fine appearance, small size (5%%4”x10%2” 
x17”), and low weight—20 pounds. 

Send for literature or a demonstration, Doc- 
tor. The “Versa-Scribe” will be your 
“electrocardiograph of choice.” It 
does more—better! 


CAMBRIDGE ALSO MAKES 

the “Simpli-Scribe™ Direct Writing Electrocar- 
diegraph shown, the “Simpli-Trol™ Portable 
Medel, Multi-Channel Recorders, Pulmonary 
Function Tester, Operating no Cardioscopes, 

Plethysmographs, Amplifying Stethoscopes, Re- 
search pH Meters and Instruments for Measur- 
img Radio-activity. 


CAMBRIDGE INSTRUMENT CO.., Inc. 
3732 Grand Central Terminal, New York 17, N. Y. 


Oak Park, Ill, 6605 West North Avenue 
Cleveland 2, 8419 Lake Avenue 
Detroit 2, 7410 Woodward Avenue 
Jenkintown, Pa.. 479 Old York Road 
Silver Spring, Md., 933 Gist Avenue 
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MALARIA 


The eradication of malaria in Africa is a problem of great 
complexity. In attempting to cope with it, scientists and ad- 
ministrators are faced with conditions that vary greatly from 
one end of the continent to the other, and most governments 
have for the time being adopted a cautious policy. Two con- 
ditions are essential if malaria eradication is to be achieved: 
detailed knowledge of the problem, especially of the epidemi- 
ology which has many entomological aspects, and money. 

Eradication is neither possible nor desirable unless it is 
achieved at reasonable cost and within a limited time. 

Anopheles gambiae is the principal vector of malaria in 
Africa, but is also the most unpredictable of mosquitoes. The 
importance of the gambiae should not, however, distract at- 
tention from some of the secondary mosquito vectors. Because 
some mosquitoes try to evade insecticides or are resistant to 
them, another form of attack has to be found. Thus, today, 
the struggle is being waged on two fronts, against the mos- 
quitoes themselves with insecticides and against the parasite 
in the blood of afflicted persons with antimalarial drugs, which 
are being used on an ever-increasing scale. The experiment 
is being made of mixing these drugs with the salt consumed 
by the populations at risk. 


MALNUTRITION 


Malnutrition is one of the principal health facts in Africa. 
On the whole, Africans are rather more badly nourished than 
undernourished. Few people die of hunger, but the diet is 
often not balanced and lacks animal proteins. A remedy is 
being sought in the development of stock raising and of 
fisheries, as well as by introducing new crops and focussing 
attention on supplementary food. 


MENTAL HEALTH 


The mental health situation is not as alarming in Africa as 
in the more highly developed countries. Nevertheless, the dis- 
turbances induced by abrupt changes in the way of life, by 
separation of the individual from his tribe and familiar pat- 
tern of existence, by the change from traditional beliefs and 
philosophies to a rationalistic and mechanical civilization, are 
shaking the foundations of African life. The congestion of the 
cities must also be taken into account, the conflicts of the job, 
unemployment, misery, alcoholism. All of these factors repre- 
sent a threat to the mental health of the African, especially 
when he is weakened by illness and malnutrition. 


ONCHOCERCIASIS OR RIVER BLINDNESS 


This disease is caused by a worm that is the parasite of 
stinging flies that live near water. It can lead to blindness 
and entire populations scatter before it, leaving their lands 
depopulated. The drugs available are highly toxic and diffi- 
cult to administer, which hinders mass treatment. However, 
campaigns have been undertaken with success against the fly, 
using insecticides, which have permitted the people of some 
deserted areas to go back to their lands. It is estimated that 
about 20 millions are afflicted with onchocerciasis in tropical 
Africa. 


PLAGUE 


Some hundreds of cases of plague are notified each year. 
The disease is found in the south-eastern part of the continent 
and is gradually diminishing, partly due to the use of insecti- 
cides that kill fleas—parasites of the rats that spread this his- 
toric scourge. 


SANITATION 


Man cannot be divorced from the conditions in which he 
lives that, in their turn, play a preponderant role in the ill- 
nesses from which he suffers. To remove danger, his sur- 
rounding must be tamed, which, in the majority of cases, is 
possible by applying practical measures that cost very little 
and depend, to a large extent, on the desire of people them- 
selves for change. 

In Africa, the three most pressing improvements needed in 


| the environment are the provision of good drinking water, the 


| removal of wastes and the fight against disease carriers. Prog- 
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ress in any one of them, or better still in all three, means a 
better life and the retreat of disease. 


ness is being held in check, even if it is not mastered. Yet, in 
certain regions, the only method, still, is to keep men and 
cattle away from the infected areas. Almost everywhere, the 
incidence of sleeping sickness has been brought down to a 
fairly low level and it seems difficult to further reduce it. 
Although the sweeping epidemics have passed, control meas- 
ures must not be relaxed. 


greatest victories in the realm of public health, notably by 
means of systematic vaccination of entire populations. How- 
ever, it has not yet disappeared from Africa by any means, 
still appearing in small epidemics from time to time, although 
not as seriously as in former times when it decimated whole 
countries. The best method of fighting it, today as yesterday: 


mass vaccination. 


by reflecting the health situation, make a properly planned 
health programme possible. They are to the health services 
what the intelligence is to the army. Statistics also allow 
planners to forecast the future demographic situation and the 
evolution of the health situation. 


SLEEPING SICKNESS 
In most of the inhabited African territories, sleeping sick- 


SMALLPOX 
Smallpox has provided the occasion for some of man’s 


STATISTICS 
Health statistics give the “temperature” of a country and, 


TUBERCULOSIS 
Though tuberculosis is a health problem that is diminishing 


in the more highly developed temperate countries, this is not 
so in Africa. Because of the concern shown by governments, 
WHO has sent several survey teams to gather information, 
principally of an epidemiological nature, on the frequency and 
the characteristics of tuberculosis in Africa. The studies these 
teams have been making for several years, in the course of 
which more than 50,000 people have been examined, have 
made it possible to form a more precise idea of the real im- 
portance of tuberculosis on the continent. Due to the availa- 
bility of new medicines such as isoniazid, mass treatment trials 


have been begun in several places. 


YAWS 


The treponematosis of yaws is similar to syphilis but is 
transmitted by simple contact. It is above all a disease of 
poverty and faulty hygiene, attacking children in the first in- 
stance and disfiguring and mutilating them. 

The disease is contagious enough without its dangers being 
increased by bad living conditions. That is why every cam- 
paign should be accompanied by a general improvement in 
sanitation and hygiene. The risk of people being cured of 
this scourge by the miracle of modern science only to fall 
back into their earlier misery must be avoided. 

Usually a single injection of penicillin is enough to cure 
yaws. This has made it possible to launch mass campaigns on 
a national scale and then on an international scale. Of the 
twenty-odd million people who suffered from yaws in the 
African Region of WHO several years ago, eight million al- 
ready have been cured. To achieve this result, 16 million 
people had to be examined. 

Progress has been particularly noticeable in eastern and 
central Africa, where yaws is considered to be one of the 
main public health problems. If progress continues at the 
present rate, Africa may soon be rid of this disease. 


YELLOW FEVER 

Practically speaking, yellow fever has ceased to be a men- 
ace, at least in the cities and the large centers of population. 
Several measures have been undertaken to prevent it by cam- 
paigns against mosquitoes and by obligatory vaccination. 
Under the name of forest or bush yellow fever it now is en- 
camped in certain zones of the jungle where specific animals 
maintain a so far impregnable reservoir of the virus. There 
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scription $18.00. 
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90% of anxious, agitated 

and apathetic office patients 
calmed without drowsiness 

and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


| Fluphenazine dihydrochloride 


In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.’’! 

@ In 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%.? 
m Permitit is virtually free from side effects at recom- 
mended dosage levels. 

m Patients become calm without being drowsy and normal 
drive is restored. 

m Onset of action is rapid; effect is prolonged. 

m Permirtit does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 
How to prescribe Permitit: The lowest dose of PerMitit that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 


2 mg., given in divided amounts. Complete information concerning the 
use of PeRMITIL is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 
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Scalp Dermatoses, 
especially 
Psoriasis™ 


(phenylic acid 
and sodium chlo- 
ride in paraffin oil buf- 
fered to pH 5.5, approxi- 
mately that of normal skin 
tissue.) 


NON-IRRITATING 
NON-SENSITIZING 


Controls lesions rapidly . . reduces ery- 
thema and scaling... . relieves itching. 
Does not stain . . . leaves no odor... 
is easily washed out with water. 
*Sulzberger, M. B. and Obadia, J., Arch. Derm., 
73:373 (April) 1956 
Goldberg, L. C., and Barnett, S. B., Antibiotic Med. 
& Clin. Therapy, 4:594 (Oct.) 1957 


Vickers, M. A., J. Maine Med. Assoc., 45:332 (Dec.) 
1954 


Stocked by leading wholesalers. 
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Boston 15, Mass., U.S.A. 
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Changes of address and 


new locations 


Abrams, Stanley E., from Birmingham, Mich., to Detroit Os- 
teopathic Hospital, 12523 Third Ave., Detroit 3, Mich. 

Allen, Ben R., from 715 N. Country Club Drive, to 60 S. 
MacDonald St., Mesa, Ariz. 

Altig, J. Kenneth, from 5942 Orange Ave., to 6019 Atlantic 
Ave., Long Beach 5, Calif. 

Aratow, Arthur, from 7205 Fountain Ave., to 12719 W. 
Washington Place, Los Angeles 66, Calif. 

Autore, Guy M., from Hawthorne, Calif., to 15180 Prairie 
Ave., Lawndale, Calif. 


Baker, Ronald G., from 7106 Park Ave., to 7740 Allen Road, 
Allen Park, Mich. 

Barker, Michael Anthony, from Ypsilanti, Mich., to 6877 
Country Lane, Dearborn, Mich. 

Bears, Don Wellington, from Mexico, Mo., to Bumby at 
Concord, Orlando, Fla. 

Benson, Louis E., from 6013 Hollywood, Blvd., to 238 N. 
Larchmont Blvd., Los Angeles 4, Calif. 

Bernstein, Monroe Harold, from Bell Gardens, Calif., to 1520 
E. Firestone Blvd., Los Angeles 1, Calif. 

Betts, George P., from Kansas City, Mo., to 16 State St., 
Bangor, Maine 

Bisson, Casimir A., from 139 E. New England Ave., to 220 
Park Ave., N., Winter Park, Fla. 

Blasdel, H. George, from 736 S. Flower St., to 1155 N. Ver- 
mont Ave., Los Angeles 29, Calif. 

Blech, Carl V., from 2218 N. Third St., to 8427 W. Burleigh 
St., Milwaukee 10, Wis. 

Boehm, Gerhard W., from Detroit, Mich., to 3000 Alma 
Ave., Manhattan Beach, Calif. 

Bomengen, Norman A., from 5041 N. E. Sandy Blvd., to 5846 
N. E. Sandy Blvd., Portland 13, Ore. 

Booher, Clarence L., from Bloomington, Texas, to 307 St. 
Francis St., Gonzales, Texas 

Breitman, Harry W., from 1136 W. Columbia Ave., to 1500 
W. Erie Ave., Philadelphia 40, Pa. 

Brigham, Fleda M., from Kirksville, Mo., to 4320 Atlantic 
Ave., Long Beach 7, Calif. 

Bruno, Anthony M., from Los Angeles, Calif., to 1787 W. 
llth St., Brooklyn 23, N. Y. 

Bruno, Franco P., from Glendale, Calif., to 5438 Fernfield 
Drive, Los Angeles 22, Calif. 

Buchanan, Sam A., from Palmyra, Mo., to 1001 Broadway, 
Hannibal, Mo. 


Campbell, Warren, from Chinle, Ariz., to 123 S. Utah St., 
Los Angeles 31, Calif. 

Canaday, J. H., from 111 Courtland St., to 558 E. Herrick, 
Wellington, Ohio 

Cannatella, Roderick C., from 5211 Wayne Ave., to 6119 
Wayne Ave., Philadelphia 44, Pa. 

Chauvin, John H., from Columbus, Ohio, to 302 Western 
Security Bank Bldg., Sandusky, Ohio 

Christiancy, Allan H., from 3908 Olive St., to 6200 Hoffman 
Ave., St. Louis 39, Mo. 

Conrad, Ernest C., from Ada, Okla., to 128 W. Main St., 
Antlers, Okla. 

Cooper, Stuart, from Detroit, Mich., to 64-39C 186th Lane, 
Fresh Meadows 65, N. Y. 

Cross, Carl Spencer, from Miami, Fla., to 310 Blanchard 
Road, Drexel Hill, Pa. 


Dalton, Harold K., from 4002 Park Blvd., to 2305 Meade 
Ave., San Diego 16, Calif. 
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A DIETARY DEFICIENCY, and/or poor absorption of calcium, may give rise to a wide variety of 
abnormal conditions. Among these is a not uncommon condition known as low-calcium tetany, 


an irritability of nerve and muscle cells which becomes manifest as muscular spasms or cramps. 


di’ When symptoms 
call for calcium only... 
VM NO 38» hosphorus-free calcium tablets 


A NATURAL MUSCLE RELAXANT AND METABOLIC SPASMOLYTIC 


for the relief of § low-calcium leg cramps 


Clinical research has demonstrated that muscle cramps in the lower 
limbs caused by low-calcium dietary intake, respond promptly, conclusively—and specifically 
—to phosphorus-free calcium. * Low-calcium muscle cramps are unrelated to any other nutri- 
tional deficiency; the causative factor is calcium deficiency—and calcium alone. The dietary 
of the patient suffering such cramps may be adequate in other essential nutrients—vitamins and 
minerals, including phosphorus—and yet remain poor in calcium. *® A nutritional muscle relax- 
ant, Vitaminerals formula No. 38 can be recommended as a natural, metabolic spasmolytic to 


patients with symptoms of low-calcium tetany. 


@: MITAMPAINE RALS INC. 
? a 
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Why you can 
prescribe 


DORIDEN 


for nearly 
all insomnia 
patients 


Because it acts smoothly, because it is 
metabolized rapidly, because it appar- 
ently has no toxic effect on the liver or 
kidney, Doriden is indicated in many 
cases where barbiturates are unsuitable. 
With Doriden, for example, you can pre- 
scribe a good night’s sleep for patients 
sensitive to barbiturates, elderly patients, 
patients with low vital capacity and 
poor respiratory reserve, and those un- 
able to take barbiturates because of 
renal or hepatic disease. And Doriden 
patients awake refreshed—except in rare 
cases, there’s no morning “hangover.” 


SUPPLIED: Tablets, 0.5 Gm., 


0.25 Gm. and 0.125 Gm. SUMMIT: NEW JERSEY 


DORIDEN® (glutethimide CIBA ) 2/2761MB8 


Davidson, Edward W., from 3200 W. Sixth St., to 1155 N. 
Vermont Ave., Los Angeles 29, Calif. 

Dingman, Lynn W., from Denver, Colo., to 2955 54th St., 
San Diego 5, Calif. 

Divoll, = M., from 113 E. South St., to 1485 South St., Blair, 
Nebr. 

Dow, Joseph E., from San Fernando, Calif., to 13076 Van 
Nuys Blvd., Pacoima, Calif. 

Dunworth, Leonard L., from 416 W. Fourth Ave., to 1427 
Detroit St., Flint 3, Mich. 


Edgar, Paul P., from Farmington, Mo., to 4101 Oxford Drive, 
Tucson, Ariz. 

Ellis, Harlan F., from Los Angeles, Calif., to 406 S. Glenoaks 
Blvd., Burbank, Calif. 

Englund, V. A., from 206 Walnut Bldg., to 305 Kresge Bldg., 
Des Moines 9, Iowa 

Evans, Bertha S., from Temple City, Calif., to 4343 E. Live 
Oak Ave., Arcadia, Calif. 


Farrow, Charles D., Jr., from Miami, Fla., to 27712 Lorain 
Road, North Olmsted, Ohio 

Fleischer, Martin, from Flint, Mich., to 15435 Lexington, De- 
troit 39, Mich. 

Fresolone, Joseph P., from Newark, N. J., to 3011 Rowena 
Ave., Los Angeles 39, Calif. 


Galyean, Donald J., from 1818 E. Harding St., to 4215 E. 
Tenth St., Long Beach 4, Calif. 

Ghiates, Michael P., from Greenville, Pa., to 3640 E. State 
St., Sharon, Pa. 

Gieselman, John H., from 803 South Shore Drive, to 110 E. 
Main St., Madison 3, Wis. 

Glass, John V., from 225 Frank Nelson Bldg., to 2100 Eighth 
Court, S., Birmingham 5, Ala. 

Goldman, Donald J., from 6100 N. 17th St., to 1700 Roselyn 
St., Philadelphia 41, Pa. 

Goldner, J. Henry, Jr., from Hawthorne, Calif., to 15130 
Prairie Ave., Lawndale, Calif. 

Greber, A. Alvin, from 4748 Pine St., to 6344 N. Eighth St., 
Philadelphia 26, Pa. 

Gregg, Douglas M., from Chula Vista, Calif., to 2401 Reo 
Drive, San Diego 14, Calif. 

Gregg, John W., from Detroit, Mich., to 2041 Paseo Dorado, 
La Jolla, Calif. 


Hamilton, D. W., from Ardmore Osteopathic Hospital, to 
1208 McLish, Ardmore, Okla. 

Henry, Owen I., from Pontiac, Mich., to 2845 N. Woodward 
Ave., Berkley, Mich. 

Hess, Alfred, from Swedesboro, N. J., to 1245 Grandview 
Place, Bronx 52, N. Y. 

Higgins, Charles B., from Delray Beach, Fla., to 323 Breier 
Bldg., Lewiston, Idaho 

Hurlbert, Alfred L., Jr., from 318 High St., to 801 Mononga- 
hela Bldg., Morgantown, W. Va. 

Hutchison, Carrie E., from 624 Harries Bldg., to €01 Ken- 
wood Ave., Dayton 6, Ohio 


Jackson, Myron C., from Burr Oak, Mich., to 170 N. Opdyke, 
Pontiac, Mich. 


Kip, W. Stanton, 2nd, from Audubon, Pa., to 40 E. Butler 
Pike, Ambler, Pa. 

Knebel, August F., from 820 N. Alexandria St., to Doctors 
Hospital, Inc., 325 W. Jefferson Blvd., Los Angeles 7, 
Calif. 

Kroshinsky, Milton, from Redondo Beach, Calif., to Saginaw 
Osteopathic Hospital, 515 N. Michigan Ave., Saginaw, 
Mich. 

Krynicki, Victor F., from 6431 Kennedy Ave., to 6316 Ken- 
nedy Ave., Hammond, Ind. 


Lazarou, Louis Michael, from Norwalk, Calif., to 10909 Orr 
& Day Road, Santa Fe Springs, Calif. 

Lemley, Cleatis D., from Medford, Ore., to 3850 Pacific 
Highway, N., Central Point, Ore. 

Lewis, Leonard A., from Philadelphia, Pa., to 744 Burton St., 
S. E., Grand Rapids 6, Mich. 

Little, Kenneth E., from Kansas City, Mo., to 313 Kauikeo- 
lani Bldg., Honolulu 13, Hawaii 


| 
| 


GLUKOR contains 200 i.u. of HCG (human chorionic 
gonadotropin) per 1 cc. This hormone has a potent 
androgenic effect by stimulation of the leydig cells in 
the interstitial tissue of the testicles. ! 


GLUKOR is fortified for greater androgenic effect in 
cases of hypogonadal impotence by addition of two 
synergists, thiamine hydrochloride and L (+) glutamic 
acid.?: 3 


The average dosage is 1 cc. intramuscularly twice a 
week for one month, continuing as required to main- 
tain the androgenic level. 


GLUKOR 


FORTIFIED CHORIONIC GONADOTROPIN 
REFERENCES: 


|. Drill’s Pharmacology in Medicine, 2nd ed., 1958, p. 949. 
2. Gould, W. L., Impotence, M. Times 84:302, 1956. 


3. Milhoan, A. W., Heter I vs. h ! 5 
‘osexual vs. homosexual hormones, Tri-State M. J. 


esearch 
upplies PINE STATION, ALBANY, N. Y. 


Kindly send me: 
Lit. on GLUKOR 
Lit. on GLUTEST—companion item for Frigidity in women 
Samples GLUTEST (oral) 


D.O, 


Stewart, Harry H., from 3548 Second Ave., S., to 5508 Nicol- 
let Ave., Minneapolis 19, Minn. 

Strickland, Robert S., from Box 267, to Leland Doctors Bldg., 
Box 301, Mableton, Ga. 


Teplitz, Harold, from 1941 Rockaway Parkway, to 1834 
Rockaway Parkway, Brooklyn 36, N. Y. 

Thomas, Donald R., from Sunbury, Ohio, to 377 E. William 
St., Delaware, Ohio 

Tiffany, Raymond E., from Laguna Beach, Calif., to 2139 
Placentia Ave., Costa Mesa, Calif. 

Truhlar, Robert E., from Cleveland, Ohio, to 2000 Lee Road, 
Cleveland Heights 18, Ohio 


Van Patten, Merrill D., from 3927 Floyd Ave., to 4110 Floyd 
Ave., Sioux City 8, Iowa 


Wagner, William A., from Tulsa, Okla., to 3430 Chamberlain 
Ave., S. E., Grand Rapids 8, Mich. 

Wildmann, J. Joseph, from South Gate, Calif., to 12114 
Venice Blvd., Los Angeles 66, Calif. 

Wilson, George E., from 123 W. Lawrence Ave., to 209 E. 
Lawrence Ave., Charlotte, Mich. 

Wilson, Llewellyn, Jr., from Mount Clemens, Mich., to 5860 
Pine St., Philadelphia 43, Pa. 

Wirth, James R., from 736 S. Flower St., to 1155 N. Ver- 
mont Ave., Los Angeles 29, Calif. 

Wolski, John D., from 1658 N. Bell Ave., to 2206 N. Lock- 
wood Ave., Chicago 39, 


Zarrilli, Michael W., from 421 N. 66th St., to 601 N. 64th 
St., Philadelphia 31, Pa. 


Applications for membership 


CALIFORNIA 
Coleman, George L., (Renewal) 7528 S. Western Ave., Los 
Angeles 47 
McCracken, Paul B., Jr., (Renewal) First Western Bank Bldg., 
Pasadena 


Leap, Clive, (Renewal) 630 N. El Camino Real, San Mateo 


ILLINOIS 
Aspengren, William S., (Renewal) 324 N. Second St., DeKalb 


MICHIGAN 
Bloch, Bernard, (Renewal) 13300 Northfield Blvd., Oak 
Park 37 
MINNESOTA 


Nicholsen, Leon C., (Renewal) 400 N. Main St., Austin 


NEW JERSEY 
Josephson, Simon E., (Renewal) 47 S. Virginia Ave., Atlantic 
City 
NEW MEXICO 
Fjord, John H., (Renewal) Box 357, Grants 


NEW YORK 
Weinstock, Stanley, (Renewal) 3400 Snyder Ave., Brooklyn 3 


OHIO 
Harmon, William Howard, (Renewal) 2807 Germantown St., 
Dayton 8 
OREGON 
Hyatt, James E., (Renewal) 1250 N. Third St., Box 56, Madras 
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PRURITUS ANI 


Treated Orally with 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


shows good re- 
™ sults. We would 
like to send you 
the recently pub- 
lished paper by 
Dr. Louis H. Brooks 
| who says, 


“It was found that administration of 
Malt Soup Extract in dosages of one 
or two tablespoonfuls twice daily 
produced favorable results. Within 
two or three days after beginning 
this simple regimen, the itching and 
burning usually disappeared. Fre- 
quently there was prompt remission 
of symptoms which was followed by 
improvement in the condition of the 
tissue of the anal canal and the 
perianal skin.* 

Malt Soup Extract promotes the 
growth of aciduric flora in the lower 
tract. Because this product is a food 
and not a drug, there are no side 
effects. Because it is not habit form- 
ing, it can be given over long peri- 
ods of time when necessary. Dia- 
betic patients should allow for 60 
calories for each tablespoonful. 

Malt Soup Extract Powder is spe- 
cially processed non-diastatic barley 
malt extract neutralized with potas- 
sium carbonate. 

Two heaping tablespoonfuls twice 
a day is the usual effective dose and 
this may be reduced to two table- 
spoonfuls at bed time when satis- 
factory results are secured. 

Malt Soup Extract is available in 
liquid and powder form in 8 oz. and 
16 oz. jars at most drug stores coast 
to coast. 


*Diseases of the Colon & Rectum, 
Vol. 1, No. 5, Sept.-Oct. 1958. 


Samples and literature 
gladly sent on your request 


Borcherdt Company 
217 North Wolcott Avenue, Chicago 12, Ill. 
In Canada: Chemo Drug Co. Lid., Toronto, Ont. 


Borcherdt Company PAP 
217 No. Wolcott Ave., Chicago 12, Ill. 


Gentlemen: Please send samples and literature of 
your Malt Soup Extract (Maltsupex). 


Liquid 


Powder 
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237 ce. (8 fl. oz.) No. 3177X i 


CREMOMYCIN. 


SUCCINYLSULFATHIAZOLE— 
NEOMYCIN SUSPENSION 

with PECTIN and KAOLIN 
CAUTION: Federal law prohibits 
dispensing without prescription. 


Merck Sharp & Dohme | 
Division of Merck & Co., inc. 
Phitadeiphia, Pa. 


- 


Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN—rapidly bactericidal against most intestinal pathogens, but relatively ineffective against 
certain diarrhea-causing organisms. 


SULFASUXIDINE, (succinylsulfathiazole )—an ideal adjunct to neomycin because it is highly effective 
against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce intestinal hyper- 
motility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC. 


| 
| 
} 
| 


More, Convenient 
A New (Route for 


Relief of 


Recurrent Throbbing 
HEADACHES 


Approximates the SPEED and 


PREDICTABILITY of relief. fol- 


min 


In 2.5 cc. stainless steel vial with 
plastic oral adapter. Each cc. 
contains 9.0 mg. ergotamine 
tartrate. Each depression of 
the metering valve delivers 
0.36 mg. ergotamine tartrate 
self-propelled from the oral 
adapter. 


Oral Inhalation of Micronized Ergotamine Tartrate 


or without caffeine. 


Dosage: A single inhalation Convenient...relief readily available any- 
at onset of headache. Repeat 

where, any time, without delay, without em- 
Any additional inhalations barrassment—vest-pocket size unit travels with 
should be spaced at intervals . 

of not less than 5 minutes. the patient. 

Not more than 6 inhalations ° ‘ ‘ 

should be taken in any 24-hour Economical...each vial delivers at least 
period. 50 doses. 


Medihaler-Ergotamine 


More Effective and Faster Acting 
than 1 mg. oral or sublingual ergotamine with 


including migraine 
syndromes, 

other vascular 
headaches, 
histaminic 
cephalalgia, 

and occipital 
neuralgia. 


Northridge, California 


Age 


TESSALON 


is the tasteless 
cough controller 


The problem of taste, which can be a 
hindrance to effective cough therapy, 
simply does not exist with Tessalon perles. 
There is no gagging, no refusal, no delay- 
ing, no “cheating”— because Tessalon 
perles provide medication enclosed in 
tasteless gelatin spheres. 

Tessalon, a nonnarcotic, is 21% times as 
effective as codeine.* Tessalon acts both 
at the sensory receptors in the chest and 
the cough centers of the medulla. Further- 
more, it controls cough frequency with- 
out interfering with productivity or ex- 
pectoration; sputum is usually thinner, 
easier to raise. Tessalon acts within 15 or 
20 minutes, contro!s cough for 3 to 8 
hours. There are no major side effects. 
Whether for acute or chronic cough, 
whether for short- or long-term therapy, 
Tessalon has a remarkable margin of 
safety. Perlesinsure built-in, precise dosage 
—no sugar or sodium to interfere with 
diet, no problem of nausea. Tessalon 
perles are easy to swallow, easy to carry 
in pocket or purse. 


suppLiep: Tessalon Perles, 100 mg. (yellow); bottles of 
100. Tessalon Pediatric Perles (for children under 10), 
50 mg. (red); bottles of 100. Also available (for use 
when oral administration of Tessalon is precluded): 
Ampuls, 1 ml. (5 mg.); cartons of 5. 


*Shane, S. J., Krzyski, T. K., and 
Copp, S. E.: Canad. M.A.J. 77:600 
(Sept. 15) 1957. SUMMIT, N. J. 
TESSALON® (benzonatate CIBA) 
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